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HISTORICAL ANALYSIS 
1. INTRODUCTION 


Health care has emerged as a basic concern in all nations, though the 
problems in the so-called ‘developing’ world are radically different. In 
the latter, the health of the people is a significant factor in economic 
growth, and the major issue is how best to deliver health care to the 
— majority, most of whom are poor, rural and inaccessible. ¢a) The colonial 
| experience continues to influence the health planning and objectives of 
these nations; the implicit desire to build sophisticated, curative and 
urban-oriented health complexes may not be relevent to their health 
problems. Im India, a further complication has been created by the 
superimposition of the western allopathic system upon an earlier advanced 
system of indigenous medicine. ca» 

The present chapter attempts to describe and analyse the health system 
at various periods of India’s history, in order toa highlight  . the 
ideological, organisational, manpower and policy problems facing it. 


2. THE PRE-BRITISH PERIOD 


Health culture and the practice of health care have a long history in 
the sub-continent. The planned cities of the Indus valley civilization 
indicate an awareness of the significance of environmental sanitation and 
lay emphasis on the preventive aspects of health. cx» 


The roots of the present-day indigenous systems can be traced back to 
the development of vedic medicine, following the Aryan migrations to the 
Indus Valley. The Ayurvedic System was one of the earliest attempts to 
conceptualise the science of health, and to utilise rational methods for 
diagnosing illnesses. The vedic SGamhitas which were basically religious 
texts, contain concepts of anatomy, physiology and pathology that are 
“impressively rational”. ca» The pharmacology developed by this system has 
relevance for current pharmacological research. 


The reiqn of Ashoka Maurya (279-236 BC) was responsible for the spread 
of social medicine, manifest in a public health care system that included 
,hospitals and sanitoria for men, women and children cs. By the 10th 
century A.D. this system of medicine had reached its high POLMNt. cae 
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mid J. Bryant, Health and the Developing World, (ITHACA: Cornel} University Press, 1969), 
4 p.20; M. King (ed.), Medical Care in developing countries, (London: Oxford University 


ves, 196. —t™~” 


; 
12) C, Leslie, "The Modernization of Asian Medical Systems", in J.J. Poggie and R.N. Lynch 
‘ (eds), Rethinking Modernization: Anthropolociqal Perspectives, (Westport : Greenwood 


Press, 1974). 


(3) D. Banerji, "Social and Cultural Foundations of Health Services Systems", Economic and 
; Political Weekly, V21l.IX, Nos. 32-34, 1974, p.1333; K.N. Rao., "Public Health and Health 
Services", Encyclopaedia of Social Work, Vol.!I (New Delhi: Publication Division), p.364. 


(4) Banerji, 1974, p. 1333. 
(6) For the social history of heaith services, see also D. Banerji, Health and Family 


Planning Services in India. (New Delhi: Lok Paksh, 1985) pp. 4-12. 
’ 1 re 


Sphysician’s skill". ca» 
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In the Medieval period, physicians fron West ARES ie ee cexta: 
2 Unani system compiled an ra ae 
peastal ee century) j a physician in the courts of a see house sky 
said to have synthesized "Arabian, Per sien, ann nO ee ipa otic 
produced a composite and integrated medical system". «7» Apt ae ede 
indicates a high degree of interaction and coopera ‘ mle or! 
practitioners of these two systems, in their quest for snowledg 


human body and its functioning. 


Thus, by the late 19th and early 20th century, the of “ot 
Ayurvedic physician were "radically different from the classical texts, an 
were deeply influnced by the Galenic (Unani ) pe eet eons in is gan 
medicine". The best example of this was the adaption of sphygmology (Ful se 
lore) from Unani, “which eventually became the symbol of an ayurvedic 
The Indian masses continued to rely upon traditional 
practitioners throughout the colonial period. However, the colonial policy 
favoured western medicine, and the denial of state patronage to the 
indigenous systems led to their neglect and further stagnation. The 
grafting of the western medical system on the indigenous one has left a 
complex legacy: a pluralistic health system, which may even yet provide part 
of the answer to India’s public health needs. 


3. THE BRITISH PERIOD 


Western medicine was introduced in India in the latter half of the 
i@th century mainly to serve the needs of the colonial settlers and their 
armed forces. The emergence of an organised public health system in fact, 
dates Gack to the appointment in 1859 of a special Royal Commission to 
inquire into the causes of the poor physical conditions of the sepoys in the 
British Indian army. cw#)» 


These conditions typified the health problems of the Indian people at 
large. However the large-scale extension of medical services to the rural 
areas occurred only during periods of massive epidemice of diseases such as 
plague, cholera and smallpox. Fublic health services in the form of 
sanitation and public works were limited to the larger towns and cities. 
Only a small elite seqment of the Indian population had access to western 
medical facilities; the rest of the population relied upon the indiganous 
practitioners, or what little medical care they could get from the few 


dees pre _ dispensaries, private practitioners, and missionary and 
ee MPOpic institutions. ¢s6; The exploitative orientation of colanial 
Policy only served to impoverish the masses and disrupt the ecological 


balance; it was never committed to tacklin 


the ; 
sanitation and disease control. ce Mee 


q2a>d 


os 


The Report of the Health Survey and 


Pomers Fl anni 
Committee), caz, submitted to ecnng Conn? (ee oe 


the Government in 1944, gave the following 
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(8) Ibid, p.90. 


(7) Rao, §966, p.365. 


(10) Banerji, 1974, p.1334; Banerji, 1905, p.12. 


(11) National Planning Committee, Sub-Committee on 


2) Government of India, 


1949). National Health, Report (Bombay: Vora, 


Health Survey and Development Commi 

t i 

Vols. I-IV, (New Delhi: Manager of Publications, 1946), ates Coanittee)) aaene 
2 


dismal description of health conditions in the country on the eve of 
Independence: * 


General Death Rate — | 22.4 (per 1000 population) 

Infant Mortality Rate - 162 (per 1000 live births) Maternal 
Mortality Rate —- 20 (per 1000 live births) 

Expectation of Life at Birth - 26.46 yrs. (females) 


26.91 yrs. (Males) 
Death Rate of Children under 10 yrs. —- 48% 


Disease-wisce causes of deaths: 


Cholera me 4% 
Small —-pox Lis 1% 
Flaque 0.9% 
Fevers (including Malaria) 28.4% 
Dysentry «2h 
Respiratory Diseases 726% 
Others 2.8% 


eiilenantbanniaanetianan tense taeanal 


Total : ‘1O0.0% 


*#All figures are for British India in 1944 & do not include the 
Princely States. 


The Committee pointed out that high morbidity and mortality 
(particularly among mothers and children) were largely preventable, and were 
mainly due to the absence of safe drinking water, sanitation, “waste 
disposal, poor nutrition, lack of preventive and curative health services, 
and poor health consciousness among the people themselves. These conditions. 
were worse in the rural areas. 


The country also. faced a serve shortage of trained personnel to 
undertake health and’ medical work, as indicated by the ratios of health 
personnel to population. <asx» The numbers of hospitals and dispensaries were 
highly inadequate and generally concentrated in urban areas. There was only 
1 bed per 4000 population, and 75% of all doctors were in urban private 
practice. Vital statistics regarding births, deaths and notifiable diseases. 
were insufficient and unreliable due -to defects in registration and 
compilation. 


Independent India, however, did inherit a limited infrastructure of 
modern health services from the &ritish. Medical training initially 
oriented to -the needs of the army medical personnel, was expanded and 
institutionalised in the licentiate courses offered by the Universities of 
Calcutta, Bombay and Madras. A system for maintaining vital statistics for 
understanding the disease pattern, was initiated by the Birth and Death 
Registration Act of iAB7Ss- the Vaccination Act of 1880 officially 
recognised the imperative of vaccinating against preventable diseases. The 
Flaque Commission of 1886 and the Epidemic Diseases Act of 1887 were of a 
similar significance. As far back as 1987, the Army Sanitation Commission 
had recorded that four-fifth of all registered mortality was due to 
preventable diseases. cia» The British also established an important concept 
neglected from the time of Ashoka ~ that the health of the people is the 
responsibility of. the state. 


4. THE SOKHEY COMMITTEE REPORT AND THE BHORE COMMITTEE REPORT 


The health conditions of the people and the state of health services 


= <— cncen eweey eam cases — er ee meee meme renee marae meee: see ee ey oe: oe erens anne enete 
gente qndes chase sures code eaeed Grate Gneee teers euqse (Seey GEO Genbe terns Gunes apie! ereue where Set 
frees aewee euees quire sine siete euere ened genes eters eoaee eenye Gene Guess moons eens mune mares Gums antes me ete ees a eee —— ee ee - _— woe = 


(13) Ibid, Vol.IV, p.4. 


(14) Rao, 1968, p.365. | ss 


* the NPC, under 
aharlal Nehru. The sub-committee on National Health o 
Sey eiroianshia of Col. Santok Singh, was formed “f oe . sap 
Pettat ion and services in the country, and ee icone report in 
eeeavenent. It submitted an interm report in os ae gE +4 AN 
_— The NFC adopted a resolution on August <1, 17 phe 7 
eee ee -t, urging the integration of curative and preventive functions 
interim report, urg = 1 this responsibility oF the state in the 


tes a » state agqenc and : 
Settee single. stake agency The NFE also endorsed the recommendations 


t maintenance of health conditions. 
ee of the Bhore Committee. 


The Health Survey and Flanning Committee appointed in 1944 by the 
British authorities under the chairmanship of Sir Joseph Bhore, generally 
referred to as the Bhore Committee, 616) WAS deeply 1 ae eee by the 
“nationalist aspirations, the welfare state movement in the UK and the 
» Socialist developments in the USSR. Its report envisaged a people ‘ 
oriented health service and a high level of public participation, and its 
recommendations were accepted as the blueprint for the development of health 
and medical services in India by the national Government. 


Appraisal of the Bhore Committes’s Recommendations: 

The Bhore Committee favoured a decentralised health structure with the 
District as the main unit for planning and co-ordination, and the Frimary 
Health Unit as the nucleus of integrated preventive ~ promotive - curative 

' health care services. It suggested a scheme for the phased .development of 

Frimary and Secondary Health Units and District Health Centres, and the 

| nature of staffing pattern at each level. However the First Flan outlay of 

- Rs. 65.2 crores for the health sector was far short of the estimated 

expenditure recommended in the report.«ay> In the decentralised structure, 

_ the role of the centre was to formulate the broad health goals. Despite the 
establishment of the three-tier Fanchayat-Raj system in the rural areas, the - 

_ power of financial allocation is retained by the states and the centre. <ie8) 


This is a major reason why relevant area-based Planning has not become a 
reality. 


- 


= A significant recommendation of the committee concerned the scheme to 
-* achieve the active Ppariticipation of the public. A citizen’s committee of 
vee voluntary workers was to be set up in every village selected by the 
Medical Officer and unanimously approved by the people. “Each member would 
be Peained in one health activity: interpretation of the health centre 

_ Programme , initiation Of voluntary preventive activities (draining pits, 
s etc.), dispensing Of simple drugs for common ailments, collection of vital 
statistics and carrying out anti-epidemic. M@ASUreS. These trained 
villagers resemble the later Chinese scheme of barefoot doctors and the 
contempor ary Community Health Workers (CHWs). The concept did not take 
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415) National Planning Committee Sub-Committ . 
Meiheys Vora. (90). : fe on National Health (Sokhey Committee), Report, 


(16) GOI, 1944, 


(17) For the estimated expenditure o t : : 
0.87. ver the first ten year Period, see GOI, Vol. IV, . 1944, - 


418) 5.N. Dubey and R. Murdia, Structure and 


oe ucture roce bes Rea | ) 
"Institutions, (Bombay: Somaiya, 1976). pp, Piers Decision making in Panchavat Ra 


P 
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root, and the Health Committees set up under the Community Development 
Frogramme became defunct. 


On the question of training physicians, the Report recommended that the 
licentiate medical courses be abolished in order to standardise the quality 
of medical care between the rural and urban areas. However, in a highly 
Significant “minute of dissent", Dr. Viswanath and Dr. Dutt of the committee 
declared that "the ‘basic’ doctor, as envisaged, will not willingly fit into | 
the rural scheme, except under conditions of destitution". Ca9) “ee 

‘ 4 

. The ‘social physician’ forseen by the committee is still elusive, a 

Departments of Social and Freventive Medicine in most medical colleges are™ 
Sanctuaries for the less successful or unmotivated, while irrelevant and 


expensive Super-specialisations are the goals of the best and the 
brightest. Cm» ts 


5S. HEALTH SECTOR IN DEVELOPMENT PLANNING ~~ ve i, 


With the attainment of indepencence, India adopted the instrument of 
planning for the purpose of Socio-economic development and for raising the 


standard of living of the people. In Banerji‘s words, "Conceptually then, | 
Indian planners recognised the need (for tackling problems such as 
unemployment, malnutrition, social justice, housing and environmental 


Se eee oe © ee ge” ee 
wy 


sanitation, along with developing integrated health services to cover the 
entire population’. c2za»n The provision of health services to the entire 
population was made a Directive Frinciple of State Folicy in the 
Constitution. ; 


The First Five Year Plan (19 1-56) 


et nt wees meneame toners 


The First Plan’s «22, budgetry outlay was modest for all sectors, but 
it set a trend by according to the Health Sector a low priority relative to 
programmes of direct economic benefit. With each successive plan the 
percentage outlay expenditure as.a propotion of the total budget, has 
decreased from 3.3% in the First Plan to 3.0% - Second Plan, 2.6% - Third 4 


Flan, 2.1% -Fourth Plan, 1.9% ~ Fifth Flan, 1.8% - Sixth Plan and 1.8% - 
Seventh plan (Table I). “ 
The health objectives of the First Flan were as follows: Pm, 


a. Frovision of water supply and sanitation 

b. Control of malaria 

c. Preventive health care of the rural population through health 
units ; 

d. Health services for mothers and children 

e. Training and health education 

T's Self-sufficiency in drugs and equipment 

g- Family planning and population control 
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(19) Quoted in O.P. Verma, “Present Pattern of Rural Health Services in India", Indian 
Journal of Medical Education, Vol. XII, Nos. 3&4, p.163. 


(20) J.R. Bhatia, “Training in Preventive and Social Medicine: Reasons for failure to achieve 
desired results, I-A Review; II - Analysis of Reasons", Indian Journal of Medical 


Peucation, Vol. %11,> es £ & 2, pp. 27-31. 
mei) Banerji, 1985, p.23. 


(22) Government of India, Planning Commission, First Five Year Plan 1951-56, (New Delhi : 
Planning Commission, 1951). 5 
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The Substantial achievement of the first Flan was in the launching of 
programmes to control communicable disease, Separate country-wide 
campaigns, supported by international agencies and techno-centric in 


approach, were Launched against malaria, small-pox, tuberculosis, leprosy 
filariasis, trachoma and cholera. The bulk of the health outlay in the. 
first two plans was on these vertical programmes. Entire cadres of workers 
were trained for each programmes the National Malaria Eradication Froaramme 
(NMEF) alone required the training of 150,000 workers spread over its 400. 
units ain the preventive and curative aspects of malaria control. Cams)» “0 

he landmark of this Plan period having relevance for the extension of. 
health services, was the establishment of the first Primary Health Centres 
(PHCs) in October 1952. «za, The FHO formed part of the broader strategy of 
rural development called the Community Development Frogramme (CDF) and the 
National Extension Services. im this form, 18 2put into “practigess 
concept of cammunity participation and intersectoral development for health 
care which had been recognised by the NEC sub-committee on National Health 
and the Ehore Committee even before Independence". cae» 


A total of 725 PHCs were opened by the end of the plan period, though 
most of these were understaffed and ill-equipped. There were some 10,900. 
medical institutions of various types with 1,25,080 beds. Categories of 
health workers other than doctors continued to fall short of requirement 
(see Vables IIL and III). A number of institution for research & training in 
public health engineering were established to plan and man the water supply 
and sanitation programme, e.g. Central Fublic Health Engineering Organisaion 
and the Central Fublic Health Engineering Research Institute. The All India 
Institute of Medical Sciences (ALIMS), various research centres to study the 
major diseases and a few training centres for para-medical workers were 
also established. 


The Second Five Year Plan (1956-61) ’ 

The Second Flan «we, allocated Ks. 143.0 crores to the health sector 
(140.8 crores for Health and 2.2 crores for Family Flanning) out of a total . 
outlay of Rs. 4,672 crores. The order of priorities were slightly different 
from that of the First Flan: 


a. Establishment of institutional facilities to serve as bases from which . 
health services could be rendered : 

b. Development of technical manpower through appropriate training 
programmes, and the employment of persons trained 

Co As a first. step in the improvement of public health the institution of 


measures to control communicable diseases which were widely prevalent 
in the country 

d. An active campaign in environmental hyqiene 

@. Family planning and supportive programmes 


The priorities reflected the awareness among the planners of the slow 
progress in establishing the rural health delivery system and of the need 
for augmenting the institutional facilities. Increasing the output of 
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(23) Banerji, 1985, pp. 24-25, and 81. 


4) P.R. Dutt, Rural Health Services in India: Primary Health Centres, | 2nd Edition, (New 
Delhi: Central Health Education Bureau, 19765), cited in Ibid, p.25. 


(25) Ibid, p.25. 


(26) Government of India, Planning Commission, Second Five Year Plan, 1956-61, 


(New Delhi: 
Planning Commission, 1954). 7 
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luctant to serve in 
health manpower was also emphasised. AS cantata tas: were re : 
rural aaeee oe in Government FHCs, the plan str oS eee on. cma 
better and more medical auxiliaries. Done he Q00r funding as 
institutions for training auxiliary workers Sutter roo aA Rae “es 
the major part of the outlay was eeeeosed. 0o be spen oe a 
colleges, the campletion of AILIMS, schemes Far upgr aan _ . ri pia 
in medical colleges and for post-graduate training and research, 


continued to be inadequately equipped and staffed. 


th Survey and Planning Committee, 1961 


Report of the Health r 
(Chairman: Sir Lakshmanaswami Mudaliar). 
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The Report of the Mudaliar Committee «zy, analysed the progress in 
health conditions ®% health services in the 15 years following the 
submission of the Bhore Committee Report, and made recommendations about the 


future path of development of health services. ' 


Ihe report recorded the substantial achievements in controlling certain 
Virulent epidemic diseases. Malaria was considered to be under cantrols a 
majority of units in the country were at the "surveillance" stage in the 


operations; and the motto of "eradication" was substituted by “control”. 
Deaths from malaria, cholera, smallpox, etc. were halved or sharply 
reduced, and the overall marbidity and mortality rates had decreased. The 


death rate had fallen to “1.6 for the period 1956-61; the infant mortality 
rate was 135/1000, and the expectation of life at birth had risen to 42 
years. These achievements reflected the investments of over Rs. 2000 crores 
in health and the all-out mobilisation of resources against communicable 
diseases (See Table I(a)) Institutional facilities in the form of hospitals 
and dispensaries had increased from 9,408 in 1950 ta 13,875 in 196@, and the 
number of hospital beds had increased from 112,000 to 200,000 (Table III). 
The Report however offered some revealing statistics: "Almost oane-third of 
the total number of beds are to be found in the Leo teaching hospitals, 47% 
of the total mumber of beds are provided by 6.6% of the hospitals with 200 
beds and above ....." (The vast majority of these were situated in urban 


areas). “Hospitals with a bed strength of less than 5@ form over 70% of the 
oer al numb er oF hospitals, and only 19% of the total beds are to be found in 
them", c2e> The village and small town dwellers thus had the least access - 


to institutions affering curative services. 


Vhe report admitted that basic health facilities had not reached at 
least half the nation. Yhere were only 2,8@6 PHCs in operation by 1961 
Instead of the, "irreducible minimum in staff"  recammended by the BHoES 
pammi t toe, most PHCs were understaffed: large numbers of these were being 
Aa ey et Hi ary Nurse Midwife (ANM), or Fublic Health Nurse in-charge. 
ailet Vee te Venkee Progr amme and the district hospitals were 

y acking in facilities and staff. The committee recommended 


a oe rather than expansion, of the existing FHCs and their phased 
ale Bee ening the staffings the norm of 49,008 population per FHC 
>A o 50,000; discontinuing the establishment Of new FHCs in the 


absence of ai full complement of Staff, and the equipping of District 


Hospitals with "mobile Clinics" § ¢ 
oe 2 or the treatment Of nNOnN-FHC j 

Nevertheless, the early 1960s witnessed a rapid is oe 
PHC . Ncrease in the number of 
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(27) Government of India, Health Surve i 
y and Planning Commi : : 
Vol.I, (New Delhi: Manager of Publications, ib). oe ree, Report, 
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(28) Ibid, p.73. | 10 
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Ihe Committee also suggested measures to improve the service conditions 
of doctors and other personnel in order to attract them towards rural 
services, and the expansion of facilities for training paramedical staff. 
It also insisted upon greater financial and other help from the central 
Government for "medical education". 


The Third and Fourth Five Year Plans 


‘ The Third (1961-466) and the Fourth (1969-74) Plans acknowledged the 
poor progress of the FHC programme and recognised the need to strengthen 
it. The Third Plan <as. merits notice for suqgesting a realistic solution 


to the problem of insufficient doctors for the rural services MB we coepeoen 
measure which iS recommended is that a new short-term course, for the - 
training of "medical assistants" should be instituted at an early date". © 
(m@> This cadre would be recruited locally, and trained in the FHCs. 


However it added the rider that, the trainees be given special facilities to 
obtain a full medical degree. This could only result in altering their 
aspirations and drawing them away from the rural areas. 


While the Third Flan gave serious consideration to the need for more 
auxiliary personnel, no mention was made of any specific steps to reach this 
goal. Finally, for the first time, the importance of undertaking health 
education as apart of the social education programmes of the Community 
Development Blocks was recognised, and the Flan provided “increased ~ 
facilities” for linking health and social education. The Fourth Flan ¢sao, 
with regard to the FHC programme, took up the immediate objective of 
establishing “ean effective machinery for the speedy construction of 
building, staff, drugs and equipment" - which was to become the Minimum 
Needs Froqramme. <oxm> It stressed the importance of curative and 
preventive health services in rural areas as a base for the maintenance 
phase of the communicable diseases control and eradication programmes. 


CE a ee ee eS ee ee ee ee ee 
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Towards the end of the Fourth Plan, in February 1973, the Government 
announced its intentions of providing "specialised services" in medicine, 
suraqery, obstetrics and gynaecology, in addition to the preventive = and 
Ppromotive health services already provided in the FHCs. This was a 
recognition of the fact that villagers preferred to approach the District . 
Hospitals directly for treatment, as the PHCs lacked drugs, diagnostic and © 
laboratory facilities, and were inadequately staffed. It noted that the 
full utilization of the bed-strength of most FHCs was correlated to the 
vigorousness of the family Flanning activities, i.e. sterilizations and 
tubectomies in the areas. For the first time substantial amounts were 
allocated for. the training of para~medical cadres (Res. 12.93 
crores) ; the Rs.10@ crore shortfall in ultimate expenditure <x» raises 
serious questions about the gap between planning and implementation. 


w 
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(29) Government of India, Planning Commission, Third Five Year Plan, 1961-66 (New Delhis 
Planning Commission, 19761). 


(3@) Ibid, p.662. 


(31) Government of India, Planning Commission, Fourth Five Year Plan 1974-7 (New Delhi: 
Planning Commission). 


(32) Ibid, p. 390. 
(33) Government of India, Planning Commission, Draft Fifth Five Year Plan 1974-79, Part Il, 


- Annexure ILI, (New Delhit Planning Commission, 1974), p.249%. 
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of nearly 1,20,000., 
The Fifth Five Year Plan (1974-1979) 


acknowledged that the urban health structure had 


The Fitth Flen . «sas and this awareness guided its objectives: 


axpanded at the cost of the rural, 


. ices i t. through an 
bi srovide minimum public health services ain the ee q = 
‘é QO f de A | 3 5 eS aes 
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¢ 2 improve the quality of education and training of health personr 
< To provide Specialists’ services in rural areas 


“14 ; of a linimu Needs 
The chief instruments for achieving these goals were the eae ea 
Ss ee Sh wa qi Prd. Ge = 5 rne cae : 
Programme, the Multi-Purpose worker (MFW) Training Scheme, and the pri y 
treatment of backward and tribal areas. 


The Minimum Needs Frogramme was a package of inputs in Be eat S me 
health, nutrition, environmental improvement and water supply, eo) event eee 
and adult education, roads and electrification in rural areas and housing 
for landless labourers to meet the minimum needs of the poorest sections. 
It received a sizeable outlay of Re. 291 crores, and the MFW training ea 
received Ks.6 crores. Im addition, the Flan tarqeted the opening of 101 
PHCs, 11,936 sub-centres, and 1,293 rural hospitals. 


In i977, the Government introduced a major innovation in the nations 
health strategy by launching a programme for training villagqe-based ~health 
auxiliaries called the Community Health Volunteers (CHV) Scheme. The CHVs 
Were part-time workers selected from the villages, and trained for three 
months in simple preventive and curative skilies,-  bOEM Fo allopatnic  -aca 
indigenous. They were supervised by MPWs, and the programme was started in 
777 selected PHCs where Mews were already in place. 


The Shrivastava Committee Report: 


The CHY: scheme was largely the recommendation of the Study Group on 
Medical Education and Suppart Manpower Chaired by Shri. 3.8. Shrivastava. 
esor The Report pointed out that the “aver~-emphasis on provision of health 
services through professional staff under State control has been counter- 
productive, On the one hand, it “is -.devaluing and destroying the ald 
tradition of part-time, semi-~professional workers which the community used 
to train.’ On the other hand, the new professional Services provided under: 
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($4) Government of India, Planning Commission, 
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Planning Commission, 1974) See 
5) Government of India, Group on Medical Education and Support Manpower (Shrivastava 
Committee), Health Services and Medical Education: A Programme for Immediate Action, (New 
Delhi: Ministry of Health & Family Planning, 1975). = 
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state control |. are inadequate in quantity and unsatisfactory in 
quality" «xa». 


It therefore recommended the use of trained part-time health 
auxiliaries having accessibility to, and cultural kinship with, the 
community, as the first link in the health service chain. It had been 


observed that 90% of the community's curative and preventive health needs 
could be handled on the spot by paramedical workers. (m>> 


The Sixth Five Year Plan (1980-85) 


The Sixth Flan «se,» reflected certain changes in conceptual thinking 
regarding health care services. "There is serious dissatisfaction with the 
existing model of medical and health services with its emphasis on 
hospitals, specialisation, and super-specialization and highly trained 
doctors.... which is availed of mostly by the well-to-do classes. It is 
also realised that it is this model which is depriving the rural areas and 
the poor people of the benefits of good health and medical services". cs, 


It emphasised the development of community based health systems: 


A. Provision of health services to the rural areas on a priority basis 

D.. The training of a large cadre of first-level health workers selected 
from the community and supervised by MFWs and Medical Officers of the 
PHEs. ; 


No further linerar expansion of curative facilities in urban areas. 
This would be permitted only in exceptional cases dictated by real felt 
need or priority. 


A significant feature of this. plan was the sharp increase in outlay for 
the Minimum Needs Programmes and for ‘rural health, both in terms of 
centrally sponsored schemes and other schemes. The allocation for 
communicable diseases was doubled, while the allocation for hospitals, 
dispensaries and medical education and research was less than in the Fifth 
Flan <¢ao>. 


6. EVALUATION OF THE HEALTH SERVICES SYSTEM: 


This historical survey has highlighted the failure of the health system 
to provide relevant and need-based services to the majority of the 
population. This phenomenon is the result of various processes at work, 
both overt and covert, in national decision-making. 


(i) The Problem of Policys 


In 1983, the Farliament endorsed a National Health Folicy committed to 
providing health facilities to all by the year 2000 AD. Frior to this, 
the Government lacked a clear and precise policy on the nation’s health 


— -_—— 
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(36) Ibid, p.7- 


(37) K.S. Sanjivi, "Rational Approach to Community Health" The Hindu, December 23, 1975. 


(38) Government of India, Planning Commission, Sixth Five Year Plan 1980-85 (New Delhi: 
Planning Commission, 1981). 


(39) Government of India, Planning Commission, Draft Five Year Plan 1978-83, Vol.I (New Delhi: 
(40) Banerji, 1985, p.41-42, and op. 367. See Table 4.4 on Sixth Plan Outlay and its 
distribution in comparison with the outlay for the fifth Plan, p. 43. 
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in the successive Five Year Flans has 


cz in 
care system. Heal te llocation under certain heads. 


implied no more than varying financial a 
¢41> 

The single greatest problem of a weak policy has been the confusion of . 
within the health sector. This 15 evident from Be continuous 
arding the curative - preventive - promotive mix 43 the peer 
progress of primary services in comparison toa the support and finance 
extended to urban-based secondary structures <am>s and the heavy emphasis on 
individual communicable diseases programmes, without a parallel support for 
environmental hygiene and water supply programmes necessary for eradication, 
(arm) and for FHCs and sub-centres necessary for maintaining the gains of 


these programmes. <aa> 


priorities 
distussion reg 


(ii) Resource Distributions 


The percentage outlay on health as a sector of development has declined 
with each Flan, from 3.3% on the First Flan to 2.9% in the Sixth Flan though 
the quantum investment has increased almost ten-fold in the same period (Rs. 
65.3 crores in the First Flan to Rs. 2831.1 crores in the Sixth Plan). 


It is the distribution of resources within the health sector, however, 
that requires critical assessment. In the first 15 years, inputs in large 
medical institutions, medical education and the communicable disease 
programmes far outweighed that in PHCs and in the training of para-medical 
workers. One well-trained multipurpose cadre fighting all the diseases in 
each Block or Taluka, organising the people as in the Chinese "four Fests" 
compaign, cam» wollld have yielded substantial results. As it is, there has 
been a resurgence of malaria}; cae, tuberculosis remains the single largest 
killer accounting for nearly 11% of all registered mortality; <«ay7. and the 
success Of the smallpox campaign was more a result of the approach than of 
monetary investment. <ae> Z 


The fact that huge numbers of doctors were emigrating or turning into 
specialists and super-specialists for urban private pracxtice did not deter 
the planners from allocating large funds for medical education and colleges 
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(41) Ibid, p. 365. 


(42) Ke Djukanovic and E.P. Mach, Alternative Approaches to Meeting Basic Health Needs in — 
Developing Countries, (Geneva: World Health Organization, 1975), p.15. 


(43) World Bank, The Assault Wor] y sever opment, caucation and 
On World Poverty - Problems of Rural Development 
Health, (New York: World Bank, 1975), pp. 360-364, Bee sic 


(44) Banerji, 1974, : 


(45) V.W. Sidal and R. Sidal. 


ia) BS aes e a 
EW. Novels he Health Care Delivery System of the People’s Republic of 


(ed), Health by the People, (Geneva: WHO, 1975), pp. 4-5, 


(46) Centre for Monitoring Indian Ec pure 
(Bombay: CMIE, 1977), n. 19, onomy (CMTE), Standard of Living of the Indian People, 


° 


(47) S. Batliwala, "A Statistical Handb PRUER/ILSSR 
é ook af Health in I'ndia", Theme 
Workshop on Health Care, (Bombay), November Pa ae a 197 Flak: a "for ERGHTEOSS 
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to 1 nurse, - a fact more reflective of our priorities than any other 


dominated by the children of the elite. se, India has a ratio of 2 doctors 


a 


€SoO> 
The turn-out of all para-medical cadres has been low, largely due to the 


inadequacy of institutions for training such personnel in comparison to the 
growth of medical colleges. / 


The Government-run institutions have been guilty of wasteful 


utilisation of funds. For instance, the largest state-run hospital in the 


city of Bombay built a 12-bedded intensive Coronary Care Unit at a_running 
cost of Rs. %00/- per day per bed. Its THB, Faediatrics, Obstetrics and 
Gynaecology and other wards have not been improved for over a decade ¢ma>- 
Heavy investment in urban areas has not necessarily improved the health 
facilities available to the poor city - dweller. 


The lack of financial and human resource inputs in the most essential 
spheres of human development affects the people with the least economic and 


political power to rectify’ the situation; those below or just above the 


(4 


(S 


(5 


poverty line are the greatest . victims of this anomaly. A rational system 
must address itself to this basic question of resource utilization before it 
attempts implementation. <osz> 


(iii) Organisational and Administrative Issues: 


A host of organizational problems has contributed to the inefficiency 
of the health services. According to Banerji,."Increase in the domination 
of generalist administrators, liquidation of the IMS (Indian Medical 
Service) and failure to substitute it with an alternative cadre, and 
formation of several insular health serices cadres at the Union and State 
levels which are not conducive to formation of a cadre of managerial 
physicians to adequately shoulder the new types of responsibilities, are the 
major obstacles" <sxs» to making health services accessible to all. 


Organizational problems have also been created by the policy of 
frequent transfers of health personnel promoting disinterest, apathy and 
lack of committment to the area they currently serve. The existence of dual 
or multiple controls at certain levels often leads to frustration and 
distrust, as for instance the FHC Medical officer — a specialist - being 
answerable to both the Block Development officer (BDO) who is a generalist, 
and ithe District Health Officer (DHO) who is a specialist - turned 
administrator. (o> The lack of a clear and efficient referral system, 
leading to the phenomenon of "by-passing" of the FHC and its doctor by the 
patient, mitigates confidence in the = primary institutions ‘and para- 
professionals, and overloads the secondary institution which is meant to 
deal with special cases. The lack of supervision that goes along with a 
poor referral system, and the lack of meaningful interaction with higher 
level institutions and functionaries adds to the feeling of isolation that 
makes rural service unattractive. The doctors suffer from ‘intellectual 
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9) Banerji, 1985, See pp. 87-91 for analysis and evaluation of manpower development. 

0) Batliwala, 1977(a). 

1) S.Batliwala, “How Intensive is this Care?", Times of India, Bombay, January 2, 1977 (b). 
2) Djukanovic and Mach, 1975, p.18. 

3) Banerji, 1985, p.952. 


4) Dubey and Murdia, 1978, p.140. 15 
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K. Kramer, Participation of the Foor - Comparative C mmunity Study in the War in Poverty, 


” 


a : ement 
isolation’ and the rest of staff do not get adequate SUPpOr -, encourag 


and appreciation. 


(iv) Lack of Community Involvement: 


health care can be made available to the 


In a country of this Size, oe pbs a 
population only ie 6 6cthe latter participate and eventually wea 
- A Ne - d ; 3 a i 

responsibility for the planning and syecution of primary health services 


etaff at the peripheral . levels. 


Per ot : ealth 
s-ordination with the Government h | es : 
con encouraged ta participate in 


Countrary to this the people have not been 


Sat health programmes. Ce? Services ae delivered, cele eS ee 
inadequately, to A Passive populations these oe ee KP bade Ae 
interpreted ta the recipients. Feople often lack awareness oO 
facilities available in their local health units; nor are they aware of what 
to expect from different health workers and therefore cannat demand 
services nor complain ef negligence. em» Greater participation would 
enable the people themeselves toa supervise peripheral health workers and 


determine the priorities in planning according to their needs. 


Officials often justify this situation with blanket accusations of 
‘jqnorance’, indifference and ‘apathy’ of the people -~.a palpably false 


claim in the liaht of studies such as Banerji‘’s. corse the lack of 
participation has led to a situation where the people are , suspicious arc 
estranged from the lecal health unit and staff, utilising their Ser VICES 


only in the dire need. ces» 
(v) Training and Value Orientation of Health Personnel: 


The central problem in the training of health manpower is that it is 
not based on needs, cdisease-patterns and environmental and nutritional 
problems af the masses, but lon a curricula derived from western macdels, oar 
drawn up by ‘experts’ not necessarily conversant with situational realities. 
Pey- identifyina ‘tiself with the hiqhly expensive, urban and curative: 
oriented Western system of medicine, the ethos of medical education in India 
actively encourages physicians to look dawn an axisting facilities within 
the country, particularly in rural. areas. enor the paramedical cadres are 
also trained in institutions far from the rural setting in which they will 
have to work. This only serves to alienate them from their rural origins. 
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(New Yorks Frentice-Hall, 1949), 


6) C.R. Krishnamurthy, "Planning for Primary Health Care”, Faper Submitted at the FRCH/I 
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7 NEED FOR EVOLVING A HEALTH POLICY: THE NATIONAL HEALTH POLICY 

The National Health Folicy of the Government of India cai» was endorsed 
by the Parliament in 1983. It presents an integrated Flan, based upon the 
salient findings of earlier committees and study groups set up by the 
Ministry of Health and Family Welfare, and other allied agencies, for the 
provision of comprehensive primary health care services. India’s 
cammittment to the goal of "Health for All by the year 2000 AD" is reflected 
in the philosophy, approach, strategies and targets set by the Policy. 


The Policy emphasises the need to restructure the existing health 
services according to the following broad approaches. 


Aa. The provision of a well-dispersed net-work of comprehensive primary 
health care services, integrally linked with extension and health 
education approach, and drawing on the organised support of volunteers, 
auxiliaries, paramedics and adequately trained multipurpose workers. 


b. Large-scale transfer of knowledge, simple skills and technologies to 
Health Volunteers selected by the communities and enjoying their 
confidence 

es The provision of organised back-up support through the establishment 
of a well worked-out referral system 

d. The establishment of nation-wide chain of sanitary~cum-epidemiological 
stations providing. an integrated packaqe of services to 
eradicate/control diseases, besides tackling specific local 
environmental health problems 

e. The utilisation of untapped resources through organised logistical, 


financial and technical support to voluntary agencies active in the 
health field 

+. The establishment of centres equipped to provide speciality and super- 
speciality services, and their appropriate dispersal in order to remove 
existing regional imbalances 

Q. First priority to be accorded to providing services to people living in 
tribal, hill and backward areas, as well as to endemic disease affected 
populations and vulnerable sections 


The policy states the need for a ‘health team approach’ to the, 
development of health manpower; the need for planned efforts to inteqrate 
the functioning of indigenous practitioners of various systems - Ayurveda, 
Unani, Siddha, Hameopathy, Yoqa and Naturopahy, ~ within the overall health 
care delivery system; and the need to secure the small family norm, through 
voluntary efforts, and move towards the goal of population stabilisation. 


It draws urgent attention to evolving and implementing time bound 
[—~strateqies to tackle the problems of (a) malnutrition, (b) food adulteration 
and the quality of drugs, (c) water supply and Sanitation, (d) pollution and 
environmental protection, (e) immunization, (f) maternal and child health 
and (q) occupational health. 


It goes on to recommend the need for nation-wide public health 
education programmes, supplemented by nutrition and population education 
progr ammMes 5 the strengthing of the technological and manufacturing 
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(61) Government of India, The National Health Folicy, (New Delhi: Ministry 


of Family Welfare, 1984). ee 


oie the medical industry, particularly in ee egugereoe 
essential and life saving drugs and vaccines; the bas daha _ 
health insurance schemes for mobilising the communi ee ie os 
comprehensive health legislation. It also calls ra “seein se 
development of basic, clinical and problem~oriented oper a ip : mee 
biomedical and allied sciences; and stresses the impor 4s erie ra) bh wa | 
sectoral co-operation between health and related sectors like drugs an 
pharmaceuticals, food and agriculture, water supply and drainage, housing, 
education and social welfare, and rural development. 


capability 


The policy statement ends with a set of goals for health and family 
welfare programmes. By the year 2000, it Visualises a fall in infant © 
mortality rate from the present 125 to below 60; in the crude death rate 
from around 14 to 9; in the maternal mortality rate from 4.4 to below 23) a 
rise in life expectancy at birth from 52.6 years for males and S1./6 years © 
for females to 64 years for both the sexes; a fall in crude birth rate — 
from around 38 to 213; and a net reproduction rate of 1.00 as against the 


current 1.46. 


Faralleling the efforts at formulating a new policy on health, was the 
search for alternatives in the delivery of health care. In 1981, the ICMR- 
ICSSR Study Group on an Alternative Strategy for Health Services in India, 
consisting of prominant public health professionals and planners, was set up 
to formulate a strategy for providing health for all Indian people by A.D. 
2000, The report stressed the need for simultaneous and complementary 
efforts in (1) Socio-economic-political transformation, (ii) family 
Planning, and (iii) inter related fields like nutrition, enviranment and 
health education, for achieving better health conditions. cas» : 


. 


8. THE SEVENTH FIVE YEAR PLAN 1965-90: 


The Seventh Flan «a=. has defined its ebjectives and formulated its 
major thrusts and strategies according to the statement on the National 
Health Policy. It also plans to carry forword the -initiatives for the 
development of health care delivery system in the rural areas outlined in 
the Sixth Plan. The Minimum Needs Froegramme remains the basis for the 
Promotion of rural health care. The preventive and promotive aspects of the 
health development programme have been stressed. The Plan emphasises .the 
leg LG strengthen the rural health services through the consolidation. of 

ae health infrastructures the strengthening of the three-tier system of 
| Baeltiiet e Erwan y Health Centres (PHC’s) and Community Health Centres 
le ; e ie baee of the MPW Scheme with emphasis on training for 

a Cnanges; the promotion of community participation; and the 


et voluntary agencies in the delivery of health services. The 
ai outlay for the Health Sector is Rs. 3392.89 crores 
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Bis osc gee Research/Indian Council for Medical Research, Health for f 
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1. INTRODUCTION 


- 


In the post Independence period, an elaborate system for the delivery 


of health care services has been built up in India. This system consists of 
the structure of health services organization, encompassing the Union, 


Se ee ee Se 


States, districts, and sub-district levels dawn to the village community, 
together with an extensive network of institutions for providing health 
‘services, for the training of health manpower, and for research. 


This chapter is divided into two sections. Section I outlines the 


erganizational structure of health services, while Section II gives details 
regarding the training and development of different categories of health 
manpower « 


2. ORGANISATION OF HEALTH SERVICES 


(1) Union Level 


pe meena oe cyteeneeseeneg mens whee esennenaemanteceimses 


At the top of the hierarchical organisation of health services in 


India, are two advisory and policy formulating badies —- the Central Council 
f of Health and the Central Family Welfare ‘Council, headed by the Union 
Minister of Health and Family Welfare, and comprising all: the State Health 
| Ministers. The Union Minister is assisted by a generalist administrator 
from the Indian Administrative Service (IAS) with the rank of Secretary. 


The Ministry has two departments — the Department of Health and the 
Department of Family Welfare, headed respectively by an Additional Secretary 
(HEALTH) and an Additional Secretary - cum —- Commissioner (Family Welfare) 
ea»-e)3=0o The Department of Health deals with medical and public health matters, 
including druq control (not production, which is under the Ministry of 
Petroleum and Fertilizers) and the prevention of food adulteration. A 
number of generalist administrators with ranks of Joint Secretaries, Deputy 
and Under Gecretaries, Directors, etc., assist the Secretary. The technical 
wing for health services, which provides specialist expertise toa the Health 
Department, is known as the Directorate-General of Health Gervices (DGHS). 
It is an “attached office" of the Ministry and is headed by the Director=- 
General of Health Services. 


The Director-General, assisted by two Additianal Directors General, 
(ADG’s), several Deputy (DDGs) and Assistant Directors General (Ass.D.Gs) 
and other specialist opfficers, provides expertise in the field of national 
pragrannes for control of communicable diseases, expanded pragramme oan 
immunization, rural health services, health education, health manpower 
developmen. and medical education, health planning and intelligence, drugs 
control, hospitals and medical care activities and the administration of 
medical . store depots. The DGHS has three bureaus - the Bureau of Health 
Flanning, the Central Bureau of Health Intelligence (CBHI) and the Central 


Health Education Bureau (CHEB) ca- 
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(1) Government of India, Annual Report 1984-85, (New Delhi: Ministry of Health and Family 


Welfare, 1985), pp. 2-3. 


(2° GOL, MOHFW, 1985, Annexure IV. 19 
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institutes dealing with health problems, SiG) pe 

India Institute of Hygiene and Public Health re Mie pe Alle 

Beton} Institute of Communicable Diseases RY s bes me cane: 

% Suberculosi®: Institute (NTT), Bangalore, ena ya ee ‘a pip ne 

, Medical Education and Research, (JTPMER? Fondycherry ari i ied. 
under the DGHS and the Ministry of Health and Family Welfare : 


The national 


However certain health services have been shifted ue ai departments 
and Ministries from the DGHS. Family planning and MCH i al oo rea 
shifted in 196@ to the Department of Family Blanning tnow Family elfare : 
public - health engineering %& municipal administration to the veer. oO 

Works and Housing; policy formulation, planning, programming, implementation ; 
7 and evaluation of Nutrition programmes to the Department of Social Welfare, 
with the DGHS only acting as a technical advisory group; the administration 
of iron & folic acid, food supplements and Vitamin A to the Department OF 
Family Welfare; and the administration of Indigenous Systems of Medicine, and. 


Homeopathy to the Department of Health. ca» 


(ii) State Level 


Health is a State subject under the Constitution, and the 
responsibility for providing health services lies with a State’s Department 
of Health and Family Welfare. The Department is headed by a Minister of 
Cabinet rank; an -IAS Officer, who functions as Secretary, is in charge of 

administration. . 5 


Similar to the DGHS at the centre there are State Directorates of 
Health and Family Welfare, each headed by a Director Health Services. Helow 
him are Additional, Joint, Deputy and Assistant Directors for individual 
programmes in the field of each communicable diseases control programme, 
vaccine production, EPI, nutrition, MCH, = nursing, health education, 
laboratory services etc. Each State Directorate has a Family Welfare Bureau 
headed hy an Additional Director (FW), to oversee programme implementation. 
¢m> 


A senior officer in the Directorate oversees the district level health 
administration, which in turn is reponsible for health services in rural’ 
areas. In Maharashtra, as in other large States, a number of districts have 
been cambined to form circles; the health services at the Circle level are 
headed by a Deputy Director of Health Services. 

: Lali State Directorates aversee the functioning of the Municipal health 

epartments, which in turn are responsible far providing health services to 
urban populations, There are also State financed hospitals and health 
institutions which supplement the work of Municipalities. ca» 
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(3) GOI, MOHFW, 1985. 


(4) Banerji, Health i i 
a a8. yf and Family Planning Services in India, (New Delhi: Lok Paksha, 1985), 


(5) See S.L. Goel, Public Health ini : 
d 8 f s = 
1984), pp, 395 MT Ge eee Delhi +: Sterling Publishers Pvt. Ltd., 


for a description of health services organisation in Punjab. 


(6) Banerji, 1985, p.5a. 20 


(iii) District Level. 


The health services organisation varies somewhat from State to State. 
In certain States the health organisation of the district is under the. 
overall control of the Chief Medical Officer (CMO) ‘7’. He is assisted by 
district level personnel — District Health Officer (DHO), District Family 
Welfare Officer (DFMO), Superintendent for the district hospital and other 
specialist medical officers in charge of Malaria, Leprosy, T.B. and oather 
programmes. 


In other states, the post of CMO has been bifurcated with the Civil 
Surgeon in charge of District Hospital, the taluka-level = or cottage 
hospitals and soa an, and the District Health Officer (DHO) in charge of the 
Rural Health Services and Frimary Health Centres, as well as the Fural 

Family Welfare Centres and MCH Services. In some States there is a separate 
post of District Family Welfare Officer (DFWO). 


The district has a net-work of health institutions, including civil 
hospitals, rural or cottage hospitals, civil dispensaries, Ayurvedic 
dispensaries, rural dispensaries, TR clinic, Frimary Health Centres and Sub- 
cantres and Family Welfare Bureaux. 


(iv) Rural Health Infrastructure, Services and Personnel 

The Frimary Health Centre (FHC) is the core institution of the ural 
health services infrastructure in India. The first PHCs were established in 
October 1952, as a part of the Community Development Frogramme (CDF). The 
CDF represented the official strategy for integrated rural development . 
initated in the First Five Year Plan. The concept of rural health services 
delivery through the PHCs, was tn line with the recommendations of the Khore 
Committee (19445) and the NFC Sub-Committee on National Health. 


The majority of PHCs were established by the mid-4@ties (Table I>. 
Each FHC was intended to serve one community development block, .or a 
population oF 1Q@Q@,@2A, and was to be staffed by a medical officer (MO), & 
ganitary Inspector (STI), a lady health visitor (LHV), a compounder and a 
namber of auxiliary "nurse midwives (ANMS). The PHC staff was expanded with 
the launching of the national Campaigns against individual communicable 
diseases in the early 6@ ties, and the strengthening of the Family Planning 
Frodgr anmme. The typical staffing pattern included, besides the above —- 
mentioned personnel, a large number of unit purpose workers, such as Rasic 
Health Workers (BHWs), Malaria Inspector, Laboratory Technician belonging ta 
the Malaria programme, Enumerator, vaccinators and assistants belonging to 
the amall pox campaiaqns ECG vaccinators from the Tuberculosis programe, and 
B37 OW (see Chart l for pre-MFW Scheme Staffing pattern). Hawever 
throughout the sixties, the rural health pragramme suffered from shortages 
of FH personnel, FHC building and staff quarters, equipment and inadequate 
training facilities. 


In the early sixties esub-centres beqan to be established, each serving 
a population af 12,980 and staffed by an Auxiliary Nurse Midwife (ANMS). a 
Male Health Assistant (FR), and same Kasic Health Workers (FRHWe) & other 
field workers belonging to the national programmes (See Chart I for Pre MP 
staffing pattern). Each FH was a referral point for 8-18 Sub-centres. 
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(7) For example, the State of Haryana. 


See Ashish Bose & R.P. Tyagi, "Rural Health Services: Present Status", in A. Bose & PLB. 
Desai (ed) Studies in Social Dynamics of Primary Health Care, (Delhi: Hindustan 


Publishing corporation (India), 1983), p-ils. 
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Table I : ESTABLISHMENT OF PRIMARY HEALTH CENTRES AND SUB-CENTRES SINC | 
THE FIRST PLAN. | | 
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PLO: HEBIOD Sa ie 
First Plan tabi 

Second Flan 24 Ow 

Third Flan 4,631 

Inter-Flan FPeriod (3 years) ve 

AS om 31-35-1967 4,773 Leas 
As on 31-32-1968 4,946 ah eee 
As on 31-35-1969 4,719 2245826 
Fourth Plan Feriod | 
As on 31~-3-1974 5,285 33,509 
Fifth Plan Feriod 4 
As on. 31-33-1978 4 400) ag, 215 3 
Sixth Plan Period 
As on S1-3-1984 4,210 74, 3Q7- ; 
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Source: GOI, DGHS, CBHI, Health Statistics of India 1984 (New Delhi: 
MOHFW, 1984), Table 9.1. | 


The Present Structure of Rural Health Services 
Fram the Fifth Flan (1974-79) onwards, the rural health care delivery | 
system was made a part of the Minimum Needs Frogramme (MNF) in erder to 
ansure increased accessibility to health services in the rural area, 
correction of regional imbalances in health services, further development of 
referral services by removing deficiences in district and sub-divisional — 
hospitals, intensification of control/eradication of communicable diseases, — 
qualitative improvement in tbe education and training of health personnel, — 
and development of referral services through provision of specialist care in 
rural areas. «ea, The plan alsa intitiated the Multi-purpose Workers  (MPW) 
Scheme to retrain unit-purpose para-medical personnel, with the objective of 
integrating their functions in a. Single worker. In October 1977 the — 
Community Health Worker (CHW) Scheme, presently known as the Health Guide 


SG ; 
(HG) Scheme, was launched toa further decentralise the delivery of health 
Care Services. cay 


f s 


The report (1980) of the expert Study Group, set up jointly by the 


breton ual proposed an alternative model for the arganisation of rural 
oO The Working Group of the Planning Commission, set up 
29aa A.D — Bees eign for attaining the goal of Health for All by 
Siicee ze! aes SR ORE TINS Fis Similar to the ICSSR/ICMR report. The 

n Q-~-85) adopted the revised norms for the rural health care 


infrastructure. €4 45 
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Oat ree caves sees whee ete isms nase: ines emer 
wits renee cemta panes eres seen, 
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(By Government of India, 
(New Delhi: 
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Planning Commission Draft fifth Fi P -79 
wratt 1 v 7 e 
Planning Commission, 1974), 0.234. tive tear Plan 1974= 3 Vol Il, 


(9) For further details re ardi 
Wa Givel sc... g ng the MPW & CHW Schemes, see the next Section on Health 


(18) Indian Counci) of Social 


Science Research, H ~ i t teay, 
(Pune: Indian Institute of Education, 1981), pp oo aN an Alternative Strate 


(11) Government of India, Planning Commission, Sixth Five Ye 


Planning Commission, 19B1), pp, 368-369 ar_flan 1980-85, (New Delhi: 
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The Flan envisages the setting up of a 30@-bedded rural hospital known 
as the Community Health Centre (CHOC), <«<araaz» covering a population of 1 lakh. 
The. earlier policy regarding the CHC was one of upgrading one out of ever 4 
FHCs into a rural hospital. The new CHCs are to provide mainly specialised 
curative services in gynaecology, paediatrics, surgery and medicine, as is 
demonstrated by its staff pattern (Chart TI). 


The Frimary Health Centre (FHC) mow gives coverage to 30,000 rural 
population, or 20,000 in hilly and tribal areas. AN average, health team at 
the FHC consists of 2 to 3 physicians known as Medical Officers (MOB), 
including the MO in-overall charge of the PHC and one trained in an Indian 
system of Medicine (ISM); one male Health Assistant (HA (m)) and one female 
Health Assistant (HA(f)), both of whom are multi-purpose personnel praviding 
the link between health workers at the sub-centre/ village level and the 
physicians; a Block Extension Educator (BEE), a mumber of female Health 
Workers (HWe(f))/Auxiliary Nurse Midwifes (ANMS) giving nursing care to 
out-patients and admitted patients; a laboratory Technician; a Computor or 
statistician; driver for the FHC transport, Store-keeper and other ancillary 
staff and attendants (Chart 1). 


The FHC has a net-work of Sub-centres, each serving a population of 
3,200 as per the revised norms. It is manned by a team of one male 
multipurpose Health Worker (HW (m)) and one female multipurpose Health 
Worker (HW (f)). The Female Health Worker, the new designation under the 
MPW Scheme for the earlier Auxiliary Nurse Midwife (ANM), provides maternal 
and child health (MCH) and family planning services ta women. MCH services 
comprise registration of women for ante-natal and post-natal Cares 
distribution of iron and folic acid tablets to pregnant women; deliveries 
advice on diet; immunization of infants and children with BCG, polio, 
Tetanus Toxoid, Diphtheria, Pertusis and anti-Typhoid vaccines; distribution | 
of Vitamin A and treatment of minor ailments. Family planning includes 
motivation, contraception advice and follow-up. 


The Male Health Worker is expected to prepare and maintain a reqister 
of vital events and of eligible couples; undertake family planning advice, 
and motivation and the distribution Nirodh among menzsundertake house-to- 
house malaria surveillances immunization etc. 


Fach village, or population of 1,000, is to have a community health 
worker known as the Health Guide (HG). The Health Guide is a volunteer 
chosen by the community, 18 a Women as per the new norms, and is often drawn 
from the ranks of a traditional healer or medical practitioner, a dai, or a 
school teacher. The HG’s functions include encouraging acceplance of mneo- 
natal care and immunization; use of weight-charts tor children upto age of 
& years; nutrition; health education related to hygiene and infectious 
diseases; the chlorination of wells; sanitation; simple curative care; 
identification of pregnant women and children at risk; and collection of 
information on births, deaths, eligible couples, etc. 


The FHC is the referal point for emergency Cases and complications. To 
reduce work-lLoad due to large population, additional FPHC’s are to be raised. 
The Sixth Flan envisaged the setting up of New FHC’s, and Subsidiary Health 
Centres for ever 38,@@@ population by strengthening the already existing 
rural dispensaries. 


Apart from the CHC’s, PFHC’s and rural dispensaries, hospital facilities 
for the rural population are available at the taluka/district/metropolitan 
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(12) Ibid. 25 


general hospitals, and specialist facilities are available at bid posta 


graduate medical Institutions. 


REQ CHE! - i bringing the total to 475 

2 1980-84, 258 CHC’s were established 
pei the ike period 1,558 SHC/New FHCs were established, ‘bringing 
es Hy March 1984, 7,212 


figure for 


centres. > 
the total number of functioning SHCs to 7,126 casm- 


PHC’s were etablished and functioning in the country, while the 
sub-centres was 74,307 (Table I). 


(Vv) Institutional Facilities for Medical Care 
i / 


Hospitals 


According to the 1984 estimates there are 7,181 hospitals in India — 
(including both public and private) with a total capacity of $00,628 beds. — 
_ The urban orientation of medical services is evident from the fact that 74 
per cent of the hospitals and 86 per cent of bed capacity are lacated in 
urban areas, although 7@ per cent of the Indian population is rural. 
Kerala’s hospital & bed strengths are the best among the States, where as 
large & populated states like Madhya Pradesh, Bihar, Orissa & Uttar Pradesh 
have a high population ~ bed ratia (Table [I). . ; 


There are various categories of hospitals, with the teaching -cum 
research hospitals at the top. These are the All-India Institute of Medical 
Sciences, New Delhi, Fost~Graduate Medical Education & Research Institute, 
Chandigarh, Jawahar Institute of Post-graduate Medical Education %& Research, 
Pondicherry and All India Institute of Hygiene & Fublic Health, Calcutta. 
There are hospitals attached ta colleges, big general hospitals (2@@-300 bed 
strength) in metropolitan cities, district hospitals (5@-2a0 bed strength) 
at district headquarters, and hospitals at taluka/tehsil level (20-S@ bed 


strength). The Upgraded Primary Health Centre/Community Health Centre is a 
30-bed hospital. 


There are 3,256 hospitals run by private and voluntary organizations 
(1984 estimates), as against 3,440 by the Government, and 38.5 by local 
bodies. The former are mainly concentrated in Maharashtra (B49 hospitals) 
Gujarat (733) and Kerala (605, 1979 estimate). 


¢€14> 
Dispensaries 
2 Curative Services are also provided through 8,837 urban out-patient — 
co ee a total strength of 14,465 beds 3, and through 12,943 
" ; ISpenseriles with a total strength of 25,277 beds cas». Some 6,438 


dispensaries (5,306 bed strength) out ‘of a total of 21, 780 are in the 


Private and Voluntary sector a ‘ 
: . nd are larqel : * 
Gujarat cre. gery concentrated in Maharashtra and 


3. HEALTH MANPOWER DEVELOPMENT 


An 3 
ie “tke pads od: Component of the health programme is medical education, 
nQ sand development of different categories of personnel 
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pee S01, MOWFW, $985, 9.131. 0 eee 
(14) GOI, DGHS, CBHI, 1984, Table 9.2. 
(15) GOI, DGHS, CBHI, 1984, Table 9.4. 


(16) GOI, DGHS, CBHI, 1984, Table 8.5. 26 
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in the delivery of health care services. Health personnel have 


involved esified into the following four categories: 


traditionally been cla 


such as physicians; 


1. Core health personne | Bic . 
2 Para-medical.- professiaqnals - clinical psychologists, nurses, health 
au & oe 
economists etc. ; SA Pe 
si) Fara-medical technicians -~ X-ray fechnicians, Laboratory Technicians, 
occupational therapists; 
4 Fara-medical assistants. In the Indian context these refer to the 


Multi-purpose Health Workers, Auxiliary Nurse Midwives, Health Guides 


and so on. 


This section provides data on several important categories of health 
workers. in the Indian health programme. It also gives details of several 
Government Schemes for the training and re-orientatioan of .para-medical 
assistants that aim at impraving the out reach of health care services ta 


the vast rural population. 


Table 111 shows the present strength of health manpower in -India. In- 


all, there are 1,914,297 functionaries (1984-85) working in the field. 
Table III : HEALTH MANPOWER IN. INDIA 
(a) Number of allopathic Doctors (1984) Ls 01 gee 


(registered with State Medical 
Councils.) 


(b) Registered Dentists (1984) B.7 ee 
(c) Registered Nurses (all categories) 
Gete cts 1985 oe es Je | 
( (i) Nurses | 1, 64,6 
( (ii) ANM’s : | O35 3 
( (iii) Midwives 95,622 > 
( (iv) Health Visitors 11,4212.7- 
(d) Registered practitioners | 2,87,218 
of Indian Systems of Medicine & 
Homeapathy (upto 1.1.19853) 
4 (i) Ayurveda a goee Loe 
( - (4495 % Urvani af ye ee 
(--€$4 £ Siddha ’ 11,476 ) 
( (iv) Naturopathy “106 ) 
( (Vv) Homeopathy OS awe. 
(a) Community Health Workers/ | 2478,418 
9 


Health Guides (upto 31.35.85) 


(f) Dais (upto March °‘@5) 


4,25,399 


a neweane negpe ranacee, 


Totele.: 19,134 5ee 


Source s; GOT, DGHS, CRHI, Health Statistics of I i 
Delhi: MOHFW, 1985), Tables 7.1, 7.2, 713, $o0g 
respectively. ae 
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= 
: Physicians 


a In 19684 there were 2,997,228 registered physicians in the country (Table 
4 III). An important aspect of manpower development and medical education in 
— India, has been the promotion of modern Allopathic medicine. This is 
evident from the rapid aqrowth of medical colleges offering M.B.B.S. degree. 
Their number rose from 25 in 1947 to 106 in 1981 (Table IV ds the 100 
medical Colleges from where information is available, have an admission 


capacity of 10,818 seats. However the total admission Capacity is estimated 
to be over 13,000 seats. <«avy 


Table IV 1s NUMBER OF STUDENTS ADMITTED IN FIRST YEAR M.B.B.S. COURSE 


$. YEARS. 
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Tat ane mene Sune He MUU NONE NOES TOO EUROS SOR NO SONNE SORES HORE FOI SOOO OnE HEEG GeEEG Minto MntEY MOSES MetEG ter Meant sited ee ee ne ee ee es ee ~_ ee Meet Memes ment tater erent — ee ee ee He tte nee 
fod ~ — — ~ oe one a 


YEAR TOTAL NO. OF MEDICAL NUMBER OF STUDENTS 
COLLEGES. : foe ce ty 
ADMITTED QUALIFIED 

1947-48 aw 1,983 959 
19S@-S1 28 2,475 1,557 
1960-61 6a 3,874 3,287 
1970--71 95 12,829 12,4@7 
1980-61 126 Li si@i* 12,170" 
1983-84 124 10,818* N.R. 

N.R. = Not Received. 

Note : * Data not received from 6 medical colleges in 1982-83 and 

1983-84. 


** Data not received from 6 medical colleges in 1981-82 and 
moan 1982-83. 
Source s GOI, DGHS, CBHI, 1985, Table 6.1. 


However, the share of different States in the distribution of medical 
_ colleges is very uneven. This is demonstrated by the number of admissions 
3 per lakh (120,000) population, which range from 2.73 per lakh for Karnataka 
— to 0.96 per lakh for Uttar Pradesh (Table V). According to Banerji, “This 
| differential coverage has wide implications, quite apart from the praduction 
of physicians. The attached hospital of a medical college makes available 
a high quality of medical care to the local population. Correspondingly, 
most facilities for post-graduate medical education are also concentrated in 
States which have a high ratio of admission in medical colleges. 
Distribution of medical colleges thus provides an important indicator of 
disparaties in terms of health institutions and health manpower". cae 


Medical education has also been characterised by an increasing 
orientation towards specializations and Super specializations in the 
curative field, as demonstrated by the expansion of post-graduate education. 
The admission capacity for the MD course is 2,584 (1978-79), and for the 
post-graduate diploma course is 3,197. «is» 
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{17) GOI, DGHS, CBHI, Pocketbook of Health Statistics of India 1980, (New Delhi: Ministry of 


Health & Family Welfare, 1980), Table 27. 


(18) Banerji, 1985, p.57. 


(19) GOI, DGHS, CBHI, 1981, Table 4.4. 29 
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There is no sign of controlling the intake of these institutions. On 


the one .hand there is growing unemployment among physicians, and on the 
other, this rapid expansion has made little impact on the public health care 
system, and the health services in the rural areas. This assessment is 
contained in the reports of successive official committees and Study~-Group. 


hi 


a The Sixth Plan admits, <«a2i,"There has been pre-occupation with the 
i of curative and clinical services through city-based hospitals 
which have by and large catered to certain sections af the urban population. 
seee-The concept of health ,in its totality with preventive and promotive 
health care services in addition to the curative, is still to be made 
operational. Doctors and para-medicals are reluctant to serve in the rural 
areas. They are generally city oriented and their training is not 
adequately adapted to the needs of the rural areas particularly in the field 
ef preventive and promotive health". 


Upgraded departments of preventive and social medicine were established 
in medical colleges, many with facilities for post-graduate education, ta 
provide a social reorientation to the education and training of health 
workers. However, these remain among the least favoured departments in 
terms of funding, authority or prestige. «22> 


The proliferation of specializations at variance with the social 
conditions in the country, has led to the export of medical personnel to the 
industrialised countries of the West, and more recently, ta the oil 
producing countries. According ta one estimate, almost 13 per cent of the 
total number of medical personnel educated in India have settled abroad. 
CaS « 


The flourishing private sector is largely concentrated in the urban 
areas. In the rural areas, private practice is carried out chiefly by 
Registered Medical Practitioners (RMPs), usually belonging to the local 
community. The overproduction of allopathics doctors resulting in skill 
competition in urban areas has compelled many to settle in rural places. 
This together with lack of even the Minimal health infrastructuralsupport, 
make their presence less useful than generally surmized, and often leads to 
unnecessary and excessive medication. 


The Sixth Flan (1980-85), besides stating the necessity of re-orienting 
medical education to meet the requirements of rural areas, also proposed ta 
encourage private practitioners to settle in rural areas as a supplement to 
the Government health services. Kesides the acheme launched by nationalised 
banks to provide financial assistance to professionals, including doctors, 
for self-employment, the Plan also cites the examples of the schemes to 
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(20) Government of India, Group on Medical Education and Support Manpower (Shrivastav 


Committee), Health Services and Medical Education: A Programme for Immediate Action, (New 
Delhi: Ministry of Health and Family Planning, 1975) pp. 38-39; GOI, Draft Sixth Five 


Year Plan 1978-85 (Revised), (New Delhi: Planning Commission, 1979), p. A3l3 Indian 
Council of Social Science Research and Indian Council of Medical Research, Health for 
All: An Alternative Strategy : Report of a Study Group Set Up Jointly by ICSSR_ and ICMR, 


(Funes Indian Institute of Education, 1981), p. 159-59. 


421) Government of India, Planning Commission, Sixth Five Year Plan 1988-85, (New Delhi: 
Planning Commission, 1981), p.3d7.. 


(22) 5.5. Jha, "How to make our Doctors more Relevant", Science Today, December 1981. 


(23) A. Bose, “Evolution of Health Policy in India". In Bose and Desai (eds.), 1983, p.34. 
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Andhra Meadesh. (ma? 
of women in medical teaching institutions is poor, 


Obstetrics and Gynaecology departments. The 
low that of male doctors (Table ve 


The representation 
with the exception of the 
number of female doctors is be 

Table VIs NUMBER | OF _ DOCTORS | BY SEX AND. QUALIFICATIONS REGIS TERED WITH 

THE IMC. UPTO 1 1979. 


GRADUA TES P18 NT LA To ee 
MALE ~*FEMALE MALE FEMALE MALE FEMALE 
ee 8207 ae 35 1,94,687 46,194 
a ”—~—~—C C2 : 
© Meee: Information fer Kernataka Council ge for 1978. Deeg 


17 state medical councils. 

Source : Medical Council of India, as cited in GOI, Handbook on Social 
Welfare Statistics 1981, (New Delhit:1982), Tables 43.3 & 
3.4. 


Dentists 


The number of dentists registered with the Dental Council of India in 
19894 was 8,725 (Table LII),having risen from 3,290 in 1951 cas». By 1983-84 
there were 25 dental colleges with a total annual admission capacity of O21 
Beat = € Tal hp ? = 


Pharmacists 


The number of pharmacists registered with the State Fharmacy Councils 
was 16,@46 as on 31.2%,82. 627 


Practitioners of Indian Systems of Medicine (ISM) & Homeopathy (H). 


Upta January 1983, there were a total af 3,87, £18 registered 
practitioner of the Indigenous (traditional) Systems of Medicines & | : 
Homeopathy (ISM & H) itt India (Table ite These included 2,232,190 
practitioners of Ayurveda, 27,736 practitioners of Unani, 11,476 


practitioners of SGidha, 106 practitioners of Naturopathy and 1,15,71@ 
practitioners of Hameopathy. ©«=@> 


em i ee ea ee ee me me me te we we ee ms et me 
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(24) GOI, Planning Commission, 1981, p. 371, 
(25) GOI, DGHS, CBHI, 1985, Table 7.2. 

(26) Ibid, Table 6.4, 

(27) ibid, Table 7.17. 


(28) For details of ISM & H, 
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knee cal cae. @& the Chapter on Indian Systems of Medicine & Homeopathy én 
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Nursing Personnel: 
Upto Sist December 1983, there were a total of 425,399 nurses of all 
categories ragistered with the State Nursing Councils (Table ITI). 
Deqree/Diploma/Certificate — level training in General Nursing is offered by 
ae institutions with an annual admission capacity of over 7,542 seats 
(Table VII). 


The annual out-turn of Nurses rose from 1,282 in 1950 to 7,542 in 1983. 


Cay) 


a Para-Medical Workers with the Primary Health Care System 


Since Independence, a large number of training institutions for the 
development of different categories of para~mnedical workers/ auxiliary 
health workers have been established. Table VI provides data on certain 
categories of para-medical courses and training facilities functioning in 
i983. 


This section presents data on para-medical workers directly involved in 
the delivery of primary health care, and on the schemes to re-orient their 
training. . 


(a) Multipurpose Workers (MPW). Scheme 

Throughout the sixties, the delivery of health services was done by a 
large range of special unit purpose health workers. Hesides the Basic 
Health Workers, there were health workers belonging to each of the National 
Communicable Diseases Frogramme (See Chart I). ~ In 1963, the Chadha 
Committee report caw recommended the integratian of health and family 
planning services, and its delivery through one male and one female 
multipurpose worker per 109,880 population. However the recanmendation ren 
mained unimplemented. 


In 1973, the report of the Kartar Singh Committee «sa» once again 
criticised the separation af functions, and the poor coordination among 
health workers posted with the PHCs. It recammended the replacement of 
Auxiliary Wurse Midwives (ANIIs) by multipurpose Female Health Workers 
(FHWe), each serving 4 population of 19,a27@% to 12,008, and the development 
of multi-purpose Male Health Workers (MHWs) per 4,WU@ population. 


The Multipurpose Workers (MEW) Scheme was launched in 1972, with the 
abjective of re-training the existing cadres of uni-purpose workers, and the 
-training of new MPWe to meet the requirements otf the expanding primary 
health care system. It was hoped to complete the retraining component by 
the end of the Sixth plan period. By the end of January i985, retraining 
had been campleted in 2% districts out of a total of 412, and has been in 
& Kashmir, Tamil Nadu, Bihar, ASSam, 


progress in 38 districts. Jammu 


<< ee cli aieal Aaae een Uae nance sain atten ouet SELON SUES LOS cwaee fees seems seme orien canoe ieee 
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(29) B01, DEHS, CBHI, 1984, Table 6.5, p.95. 


(38) Government of India, Committee on Integration of Health Services (Cheana Committee: . 
Report, (New Delhi : Ministry of Health, 1963). 


Plannifi’ 


(31) Government of India, Committee on Nultipurpose workers under Health and Family 
and Famil’ 


Programme (kartar Singh Committee), Report, (New Delhi: Ministry of Health 
Planning, 1973). 33 
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_ Nagaland, Manipur, Andhra Pradesh, Delhi and Andaman & Nicobar Islands have 
lagged behind in this respect. cuz» Existing family planning institutions 
were strengthened and reorganised to undertake training of MFPWs. At present 
me the 7 Central Family Planning Training Institutes train the district level 
Medical Officers (MOs) and other key trainers, to staff Regional Health & 
Family Welfare Centres (RHFWCs). The 46 RHFWCs are responsible for training 
the FHC staff (MOs, BEE & HS/HAs), which in turn supervises the training of 
the PHC and lower level para-medical staff. com> 


3 The Medical and Fara-medical personnel trained under the MPW Scheme 
since inception upto 30.46.1985, are as follows: ‘**? 


1. Medical Officers (MOs OHC) 17,415 
2. Block Extension Educators (BEES) 39,8135 
S. Health Assistants (male) 26,874 
4. Health Assistants (female) 13,7321 
5S. Health Workers (male) 89,851 
6. Health Workers (female) 65,035 


Auxiliary Nurse Midwives (ANMs) 
The MPW Scheme is a centrally sponsored scheme. 


Multipurpose Workers: 
Health Assistants/Health Supervisors 


The functions of the earlier male Family Flanning Assistant, Basic Health 
Workers and Senior Workers of the communicable diseases programmes were 
integrated into a single male multipurpose para-medic knawn as the Health 
Assistant (HA (m)) or Health Superviser. Similarly the Public Health Nurses 
(PHNs), or Lady Health Visitors (LHVs), were retrained and designated as the 
Health Assistant (female) (HA (f)). 


The HAs at the PHC supervise the Health Workers of 6 subcentres. A total of 
45 schools with an admission capacity of 3,141 (1985) impart training to HA 
(fs, who are selected from among senior ANMS/FHWs for 6 months in-service 
training. «xs,» New HA trainees undergo 1*/2 to @ years of training (Table 
VII). As on 31.2%.86, some 27,111 HA (m) had. been trained since the inception 
of the scheme. (84> 


Health Workers 


Qt the sub-centre level the Auxiliary Nurse Midwife (ANM) has been re- 
designated as Health Worker (female) ar HW(f). By 1985 there were 412 HW 
Cf) training schools with an annual admission capacity of 20,748. «mx» AS ON 
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(32) Government of India, Annual Report 1985-86 (New Delhi: Ministry of Health & Family 
Welfare, 1986), pp. 191-192. 


(33) Ibid, p.195. 
(34) Ibid, p.192. 


(35) Ibid, p.192. 


(36) GOI, DGHS, CBHI, Health Statics of India 1986, (New Delhi: MOHFW, 1986), Table 7.4, 


p.1@5. ey 


(37) GOI, 1986, p.194. 35 


trained since the inception of the MFW 


31.35.86, 70211 HWim)s had been 
Scheme. <«se> 


(b) Community Health Worker (CHW) /Health Guide (HG) Scheme. 

The Shrivastava Committee Report (1975) <sze, envisaged a large-scale 
Sranster of knowledge to the rural population to make them mar e@ aware of 
their needs, more self-reliant and hence more influential in obtaining their 
share of the public health resources. It recommendeds - 


"What we need therefore is the creation. of large bands of part-time 
semi~professional workers fram among the communi ty itself wha would be close 
to the people, live with them, and, in addition to promotive. and preventive 4 
health services including those related to family planning, will also 
provide basic medical servioces needed in day-to-day common illnesses which 
account for about eighty per cent of all illnesses. It is to supplement 
them and not for supplanting them, that we have to create a professional 
highly campetant, dedicted, readily accessible, and == almost ubiquitous — 
referral service to deal with the minority of complicated cases that need 
specialised treatment". ¢*9> | 


It did not favour state supervision or remuneration for these voluntary 
part-time, community-level health workers. 


The Community Health Workers (CHW) Scheme was launched on October ae 
1977, as a part of the Janata Government’s new Rural Health Scheme. Under 
this scheme, the village community was expected to select, as per the gquide- 
lines issued by the Government, a purely voluntary worker from among its 
members. The Community Health Worker (CHW), renamed the Community Health 
Volunteer (CHV) inh July 1979, and redesignated as the Health Guide (HG) 
since June 1981, receives training for a period of 2aw days spread over 3 
manths. The State has the financial responsibility of paying a monthly 
Stipend of Rs. 200/- for the duration of the training, and ai monthly 
honorarium of Rs. S@/~ thereafter. Each HG is supplied with a manual and 
kit containing simple drugs. The drugs are replenished periodically at an. 
Overall annual cost of Rs. 69@/— per Guide. Each Guide serves one Village, 
or a population of 1,000. 


pe ween 1977 and December 1984, 358,043 HGs had been trained. covering 
4,172 PHCs. This excludes the States af J & K, Kerala, Tamil. Nadu and 


ats 


Arunachal Pradesh , which have alternative schemes. However the Scheme has 
been initiated in ? districts of Kerala. 


C443 

6 Chile introduction of the CHW Scheme has been a significant step in the 

ae eae at 4 primary health ‘care system. However the scheme has 
ere rom Operational deficiencies and etructural constraints. These 
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(38) GOI, CBHI, 1996, Table 7.4, p.1@3, 
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(39) Government of India, Group on 
Committee), Health Services an 
Delhi: Ministry of Health & Fa 


Medical Education & Support Manpower (Shrivastav 
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(40) Ibid, p. 192. Ibid. 


(41) GOI, 1986, 5.194, 36 


_ have been highlighted by a number of evaluation and field Studies. <«an 
Cy) DAIS Training Programme 
In the. rural areas, the majority of the deliveries: are done by 
traditional birth attendants, or Dais (or by relatives and neighbours). The 
Dais, in contrast to the ANMs, are local residents and face no problems in 
moving about in the Village or surrounding areas. they are easily 
accessible at any hour, and provide service at a very low cost. 


The Dais training programme was given emphasis in the 7Q@s, particularly 
from 1977 onwards, in the context of poor utilization of FHC Services, high 
neo-natal mortality due to tetanus resulting from unhygienic canditions, and 
high maternal mortality due to the lack of adequate health care. The 
— programme aims at the utilization of available manpower having community 
 acceptibility. The training focuses on hygiene and the promotion of the 
small family more. Each Dai is provided with a Mid~-Wifery kit. 


Since 1974 upto 1985, 5.15 lakhs Dais have been trained. The Seventh 
‘ Flan has set for the programme the long-term objective of providing one Dai 
per village; the Plan however sets itself the limited objective of training 
up all untrained dais functioning in the country. ‘°** 
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(42) The evaluation studies are: 


li) National Institute of Health and Family Welfare (NIHFW), Evaluation of Community 


Health Workers Scheme: A Collaborative Study, Technical Report Series No.4, (New 
Delhi: NIHFW, 1978); 


| (ii) NIHFW, Repeat Evaluation of Community Health Volunteers Schemet A Collaborative 


Ee, Study, (New Delhi: NIHFW, 1979); 

: (4ii) K. Dandekar & V. Bhate, “Maharashtra s Rural Health Services Schemes An Evaluation". 
Economic & Political Weekly, Vol.13, No.5O, 1978; 

(iv) B.C. Ghosal & V. Bhandari, Community Health Workers Scheme: A Study, (New Delhis 

| DGHS, 1979). 

(v) A. Bose et al, “Community Health Workers Scheme: placing the people's health in 

? their own hands". In Bose & Desai, 1983; 

(vi) 1. @adeer, “Social Dynamics of Health Care: The Community Health Workers Scheme in 
Shahdol District", Socialist Health Review, Vol.I1, No.2, September 1985. 


(43) GOI, MOHFH, 1985, p.135. 
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HEALTH EXPENDITURE PATTERNS IN INDIA 


1. INTRODUCTION 


In developing countries with scarce resources, the provision of funds 


to the health sector, the allocation o funds within the sector and the 
efficient use of these funds are all important issues needing careful 
consideration from health planners. Surprisingly, given the size and 


importance of the health sector, it is only in the past few years that 
interest has been taken in issues such as cost-effectiveness, the financing 
of health services, demand studies, utilisation studies, manpower planning 
and medical treatment, etc. 


Health care expenditure patterns in developing countries vary widely. 
Annual per capita government spending ranges from € 1 to * 40, and this 
excludes outlays by local authorities, voluntary agencies and. individuals. 
ca» By and large however, health budgets in these countries are very meagre 
and seldom exceed 2% of the GNF. Out of the 86 countries studied by the 
World Bank, 22 countries had health outlays of less than # 1 per capita, and 
5@ countries had health outlays of less than $ 2. ca» These expenditures 

are mainly concentrated in curative health services. 


Health expenditure, in its comprehensive sense, should ideally include 
fhe costs incurred on all promotive, preventive and curative services. The 
promotive dimension of health care refers to 3 

* protected water supply, 

* environmental sanitation and hygiene (including work-place hygiene), 

* housing, 

* nutrition, 

* health education. 

Investment in preventive measures would cover} 
immunisation, 

* maternal and child health services 

* school health care 

* supplementary nutrition programme 

* drug control 

prevention of food &® drug adulteration. 

The curative dimension refers to the expenditure ons 

* medical institutional facilities, such as hospitals, dispensaries & 

clinics, 

* medical education and research, 

* production of drugs. 


* 


* 


The expenditure incurred for the establishment and expansion of primary 
health services and infrastructure, and for the training of health 
auxiliaries, has all three dimensions. 


All these services involve administrative and logistical expenditure as 
well, such as on transportation, galary of staff, maintainance orf 


administrative offices, etc. 
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(1) International Bank for Reconstruction %& Development, Health Sector Policy Paper, 
(Washington 2+ IBRD, February 1980). 
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2. HEALTH EXPENDITURE IN INDIA 


There are three main sources of health care financing. These includes 


(i) Public and quasi-public sources, such as the outlays of the Central 
and State Governments, municipal corporations and local authorities 
and public sectar undertakings: 

(ii) Frivate sources, such as private practitioners, both gener al and 
specialists, private clinics and hospitals, private health 
insurance, employer financed services, private household expenses, 


private voluntary organisatians, etc. , and 
(iii) External BOUrCES , such as foreign multilateral, bilateral and 


philanthropic agencies. 


The discussion on health expenditure patterns in India is divided -into two 
broad areas. The first discusses the patterns of public expenditure on 
health, and the second focuses on the sources of private health expenditure, 


3. PUBLIC SOURCES OF HEALTH EXPENDITURE 


“ ; 


‘ 


The subject ‘Health’ in the Five Year Flans has a narrower scape than 
that indicated in the above definition. It is devided into the sub-sectors 
Of health, including medical care and public health, and family welfare, 
Tables I (a) & (b) present the heads of expenditure under ‘Health’ & “Family 
Wel fare respectively. The pattern of resource distribution in the Sixth & 
Seventh Flans is also shown. _ The curative and control components are 
dominant in budget priorities. This is discussed in greater detail below. 


Health igs a state BUD JECty em, and much of the Plan allocations made by 
the centre are given to the states in the form of grants, and wholly or 
partially centrally sponsored schemes, The family welfare programmes, all. 
National programmes for the control of communicable diseases and the health 
camponent (rural health Services and infrastructure) of the Minimum Needs 
Programme are funded by the centre, while health & medical Services 
(encompassing hospitals and dispensaries) are state sponsored. Only very 
few BChemeg , such as the CGHS, mecical research and the ICMR and the 
Mational institutes dealing with health problems, are directly funded by thes 


centre, However POlicy making &, Planning for the health sector has largely 
been determined by the centre. 


- ee water Supply and sanitation facilities formed a part of 

Nealtn fas did Nutrition g, Family Flanning) in the first three Five Year 
Flans, Since the Fourth Flan (1969-74) it is listed Separately and the 
allocations are made under the head of Housing, Urban Development &, Water 


3) For Organizational details, see the cha bh Bl dickectiac tc, a ------- 
Development in this volume, 
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Supply, administered by the Ministry of Works and Housing. Table II gives 
‘the heads of expenditure and the outlays in the Sixth & Seventh plans. 


ee 
a. 


: Table II 1 WATER SUPPLY & SANITATION - SIXTH & SEVENTH PLAN OUTLAYB. 


me rene mente onto ~~ 
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SL. SCHEME ae 1980-82 Aire 1985-90 
BNO. QUTLAY ANTICIPATED OUTLAY 
4 ) EXPENDITURE 
~~ States & U.Ts. Plan 
(i) Rural water supply & sanitation 1554.24 1634.68 2350. OQ 
re , of which MNP ; (1407.11) (15646. 68) Zadse aed 
s (ii) Urban water supply & sanitation 1733.56 1419.0@ . 2735.64 
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Total 3 States/U.Ts. Plan 3307.82 3053. 68 286.64 


A nent ate ne ae ae 


(i) Centrally Sponsored Accelerated 
R. water supply programmes (ARP) 


Total : 600. 02 8Q2.54 1201.22 
(a) Grants to States/U.Ts. 1198.72 
(b) Grants to Voluntary Agencies : 2.90 
4 (ii) Incentive B Scheme 125.20 116.11 ~~ 
(444) Other Programmes (Total? 24,2279? 5.26"? nie Pat Ee 


(a) WHO/UNICEF assisted Programmes 
for Ground Water Development & 


: Handling Charges 1.@8 ) 1.30 

(b) Project Management Cell @.14 ) 
@. 11 

(c) Public Health Engineering — 1.@@ ) 
4.00 

} (d) Frevention & control of water ) 

& Air Pollution 12.02 ) _ 

(e) Feasibility studies on rural ) 
demonstration laterines . phi ) = Pe”. - hatha 0.28 

(f) Research & Development ) 
5.08 

(g) Monitoring & Managing information ) 
1.88 

(h) Capital contribution to National ) 

Urban Infrastructure Development 

Finance Corporation ) 20.08 

(i) Rural low-cost sanitation ) 
4.80 
Total Central Plan 614.22 923.91 1236.83 
Grand Total 3922.02 3977.57 6922.47 


- . —_— — Pt ae eee cents ee Here ante seca Sheen menee sure Sonne Grate 
case gS tie ete ne we om me Om nen am ane en Re ENE aI EN me ee ee ee os ee 


& 


control of water ®& air pollution which has now been 
transferred to Science & Technology Sector. 
The provision for this scheme was made during the Sixth Flan 


* (b) : 
in 1964-85. 
+ » Includes expenditure of Rs. * @4 crores for Prevention ae 
Control of Water & Air Pollution during 1780-61 & 1981-82. 
Source +s GOL, Flanning Commission, 1985, Tables iz.7 & 12.8, pp. 302 
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‘ T ‘ . an . . - \ e . “ es aa? 
Ihe various Mutrition pr oc anim are ; 
Jenactamk [he expenditure on the nutrition component of the Minimum 


Needs Frogramme 16 concerned with supplementary aires 2. Broo anne me Te 
the Special Nutrition Frogrammne (SNF) and the ee ag age oe 
The Integrated Child Development Services (ICDS) Scheme 8 g 

z the ‘Gocial Weltare- che , 
ee aaet aimed at vulnerable groups, are administrered By the i ae 
Gocial & Women’s welfare. The Department of Food: (are of ere 
Supplies) administers the central schemes for nutes Chom ooneaha ica i et 
SIA VEY S » nutrition education and extension and the production © or $ 
fiids. The Department of Fur al Reconstruction (Mi 4 Ber of Agricul eyes 
Rural Development) administers the Applied Nutrition Progr amme (ANF) . Table 
Ill gives the heads of expenditure under Nutrition, & the Sixth & Seven Plan 


Outlays. 


i 
| 
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Table III s NUTR. 
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SIXTH & SEVENTH PLAN OUTLAYS. 
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SL. FROGRAMME | 178Q-8S 1985-98 
NO. OUTLAY OUTLAY 
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1. Flan Outlay for States & U.Ts. (Total) Reoed? 1732.86 


penesepeteney | raaenapeyneFenannaanganey 


a Nutrition Education & Extension 3 


(a) Mobile Food & Nutrition Extension Units | 1.08 as 
(b) Mass Media Communication & Extension 0.735 = 
(c) Integrated Nutrition Education 1.0 2.00 
X. Production of Nutritious Heverages . 6@ 1.00 
4. Froduction of Nutritious Foods 3. /7@ . O.92 
S. Fortilication of Foods : 
(a) Fortification of Salt 4. AQ 2.08 
(b), Fortification of Milk 1.4@ 0.8@ 
(c) Fortification of other foods 0.10 = 
& Survey, Research & Evaluation 3: = 
(a) Diet & Nutrition Surveys . WS 0.10 
(ob) Nutrition Planning 1.1 " 
(c) Research & Development Activities ; 0. 2@ OW. 20 
&%& Evaluation 
(qd) Directional Charges @.1%5 = 
Total 13.95 7.8 
Centrally Sponsored Scheme Nutrition 
Programme of Department af Rural 
Development - 
Ps Applied Nutrition Frogqramme : 1.e@o 
Child Welfare & Development 
(Ministry of Social & Women's Welfare) 
9. Integrated Child Development Services 45.00 SA. OY 


A NE ee EN oO FOUEE FONOT OOPET OOEE PNET Beras tare “ene seme pene wetey avrg mean stats opeer 
. me te sree 


source # GOL, Planning Commission, 
13.5-p.5197, Ann. 13.1-p.317. 


I 


1985-90, Annexure 15.4-p.320, ANN. 


Another major camponent of health care, namely drugs & pharmaceutical 


aren seve: meee 
Attn Nees meses ewes verte mes 
eee ee snc sete 
Som es eke ere cone ree see perme ates % 
See ee 
Se ee 


(4) For details, see the chapter on ‘Nutrition’ in this volume 
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are administered by different — 


Gectar;,; these three nutrition intervention . 


a 


ee eT 


products, have always been the responsibility of the Industry Ministry 
rather than of the Ministry of Health. These health ~ related products are 
_ treated on par with other industrial products, and are administered by the 
a onistry of Chemicals and Fertilizers. ces» ; 
‘ U 
% - The other sources of public expenditure on health, are the state~ 
sponsored health schemes &% the health care expenditure, of the public sector . 
— undertakings. 


Plan Outlays 


Neteweee 


ae The total outlay on the health & family welfare sector has increased 
«substantially over the successive plans. The total investment increased 
_ from Rs. 65.2-crores in the First Plan to Rs. 6649.2 crores in the Seventh 
- Plan (Table IV, coal. (6)). However the trend in the distribution of 
resources between the two sub-sectors is revealing. 


The share of health (Table IV, col. (3): percentage outlay on health toa 
me total plan outlay) in the total plan outlays has consistently déclined, 

— stabilising at around two per cent of the total outlay. Since some of the 
health outlays remained unspent, the percentage of actual expenditure has 
E been low. However the central plan allocations form only a small part of 
the total governmental health expenditure, as the major @xpenditure is 
incurred at the level af the States. 


; The rise in allocations to the family welfare sector in the Five Year 
Plans has been at the expense of the public health sector. The percentage 
share of family planning in the total health & family planning outlay (Table 

IV, col. (7)) has risen from a negligible amount in the First Flan to 49.0 
per cent in the Seventh Flan. The ratio proportion of allocation between 
family welfare (Rs. 3392.3 crores) and health (Rs. 3392.89 crores) is the 
highest ever in the Seventh Flan (=0.96). ca 


Investments in water supply and Sanitation, separate from health and 
family welfare, have increased considerably both in absolute terms and in 
percentage share of the total plan investment. From @.56% of the total plan 
outlay, the share of this sector has risen to just under four per cent in. 
the Seventh Flan (although this is slightly lower than the Sixth Plan 


Outlay. Table IV, Col.(8)), cm 


B. State Expenditure on Health ea> 


Health is a State (provincial) subject & the responsibility for 


—— oom coces tase mbt asst Gheen cach <i Gifah Cats GM tate Gia Sane Guvee omnes Seems eames ees om seem TNS on cous sue ccm cose eceps Asien mel Sais th pp ata se Neneh Has is one tna faeth Aine sen seam wins emit Safe BETS SESS, 


(5) See also the Chapter on Drugs ® Pharmaceuticals’ in this volume, 


(6) See R. Duggal, "Health in Seventh Plan : Boost to Private Sector", Radical Journal 


of Health, Vol. I, No.1, June 1986 (a), pp. 29-38. 


(7) See also the Chapter on ‘Environment & Health’ in this volume. 


Duggal, "Political Economy of 


(8) This section is almost entirely based on the study by Ravi 
No.3, December 1986, (b) pp. 


State Health Financing", Radical Journal of Health, Vol.1, 
79-85. 


44 


dail ee ae see ee ee 


®AVISUBA TUN 
Y4TPSH #9 


“d °984T “9T-tT Ttady S440, man 
eB tqwntoo TeTpuy ut Sapunossy eae 

UOTREIOTIVY S94 UO Bd0S4S FOOD ay 32% pajuasaiud uadey 
* 2 wOouNmM ~aGy URTESH’BSIPUL UT Sarduno0say aven uyRATePAaH 


“ST 


$#O UOTREXIOL IY AYL,, *asoq “yy UT UuaATH uotT{AeEgndwo7 
NS A SAS le oh e 19e. 7" e067 
‘uotsstwwog Sutuuet4 tyTeaq Man) ‘I "TOA *@4-GseT 


5} "“STODC TEE) 


UPT4d ASSL SATA YyUuUSAaS fHOTSSIwWwoOD Butuyety ‘ToO9 : AB®TANG YveTy YyUeAaS (TT) 
“T"t ST9L “(rB6t *MAHOW 't4UTaa SAP T}NO/ JUaWRAS@AUT 
MEN) “$O86T BPIPUTFO SATISTIERS UFTPSH SIHAD *‘SHoa ‘109 : UPTd YARIS OF FS4ty (1) § BouNnas 
“SUS Td. SBA2PRS BY UT PaRIALIA4A 20uU SPM YOTUM eae tsa tSsSe 
UPOT DID "ABT3anG ve Td [#309 ayQA j}0 SsSebejQuanued aue syayszeuq ut saunbra Hutpnytouyr : % 
(“O"D) tail =) (“AB "T) (46 "°T) (QB) (Q@6-SB4T) 
S° 2269 Q"*S+ z= "699 96" =" eoco 6°Z6CE Q°O@se@st VRTA Y_UeASS "9 
(AQ "tr? (%6°2) ar A's al (%6"T) (QT) (S8-@B4T) 
Q*ZZAz Fah PE (2ee Ae Q°Otat Pr IZet Q@°@@aL4 UPT 4 YRXIS "Z 
(48°) (ee) CZ > E) oe ty. (QQ) (62-4967) 
G*2@GTt HSE 9° 2SET S9° B° tht B8°AIL Z"9ZPSE UPT4 YFFTY "FO 
(25-5) L46°E (YA"T) Cl "2 (QA) (vl-696T) 
#2°StsS ee Elle €B° @°SZz PSG Os B°S4/45ET UP T4 YPINOY "GS 
(“9 *T) eae A Sea a eles (QQT) (49-9961) 
2°2at age 9'Ote as" Ad Zz Ort t "SZ99 (LPUSTI Tenuuyg ‘bp 
(Jor 45 (46°) (72°) (A9°S) (QQT) (99-T96T) 
Z2°Sar 5°6 8° OSs ra 6"°eZ °° See Q°92'38 UPTd PATTY, “SS 
(“~O"T) ay 2 Mela (~AT°@) eA a (QB) (19-961) 
Q*ee ee | Bert arqr6rtbau Zee B8°Ort QB"*ZzL9v ue Td pucvag *"Z 
(49S 'D) ie 3 {--} FES} (QB) (95-TS6T) 
ary artqtr6rptbau = S9 aTqtOrtbau t*e2 z=°S9 Q°agat USTs 3Sat4y ‘Tt 
(8) (ZL) C9} Ca) (t) oat (2) (T} 
(2)4+(2) °109 
Qat x (Sy “405 
(%) ONT 
-NNYId ATIWYS 3 
HiTvaH NO AYT L225. * es (INSHdONSA3a 
-1NO WLOL OL co we aa 4O Sdv¥3H 
NOTLYLINGS SYVvsATaM ATIWGS HiWa3aH OL WW!) AYTLNO 
¥ AWddNs NO AYTLAOQ WLOL ATIWYS ay 473M /INAWLSSANI 
MaLlYM 40 NOLLNOdONS -ans 40 O1LYY ATIWGS Hi 13H NYUVd WLOlL dOoINdad NY 


ee ee me rm em mr me ae ee ets ts ae er ee re mcs ener ms re ee ee a me me ee ee ws mr ee ee ee ne ee tee ee re ee es ee re re ee ee a te es eee ee ee ee ee ee ne 


ellis cine sate ah snail es eect a ae mostra ome ee | ae 


a a nce sy A ai ba i ea 0 a a pS A ts hin a Sa Lend pS Ue i A ai italia es Salish poe wise eae ba detent 


(SAYVTLNO NY Td) 


GNY SSL¥1S *SHIN3S9D - YO193S SINdand NI SdOIdad NYid INSYSS5Td NI 


NOILYLINYS GNY AlddNS YaluM GNY SyvsTaM ATIWYS “HLTWSH NO LNAWIS3SANI 40 NHBLivd 


t AI StqQeL 


45 


providing health care services vests with the concerned state Th 
¢ UTS ; : ‘9 ts . St 
: health sector incorporates three components - a 


(a) medical services, including CGHS, ESIS. 

(b) public health which inc.udes water supply & sanitation (as against 
the separation of these two components in the central plans); and 

(c) family welfare, including maternal & child health (MCH). AS 
pointed out earlier, family welfare iss almost entirely a centrally. 
funded programme (it falls under the concurrent ligt). 


Table V gives State-wigse per capita expenditure on health & family 
welfare between 1979-80 and 1L981-82. 


The expenditure on health & family welfare varies widely between 
different states. While the national average per capita expenditure on 
health for 1981-82 was Rs. 27.86, the range in the case of the larger, more 
populated states varied from Rs. 14.49 for Bihar, Rs. 14.38 for Uttar 
Pradesh, Re. 23.05 for Madhya Pradesh at one end, to Re. 32.55 for Funjab, 
Re. 33.26 for Maharashtra & Rs. 35.61 for Kerala. 


The major sources of data on state financing of health care in India 

are - 

(a) Combined Finance & Revenue Accounts (CFRA) of the Union & State 
governments compiled by the Comptroller & Auditor General of 
India; 

(b) Summarised Accounts in the Indian Economic Statistics : Public 
Finance, compiled by the Department of Economic Affairs, Ministry 
of Finances and 

(c) Ferformance Budgets of the Health Ministeries of the respective 
states. 


There are hardly any studies that. have attempted to compile = & analyse 
atate-wise health expenditure patterns & trends. cw» In the CFRA, data is 
available state-wise but the disaggregation is of little use as only 
administrative categories are used such as ‘establishment’, ‘direction’, 
‘grants’ etc. The programme-wise expenditure is given in each State's 
Ferformance budgets, but these documents are not easily available; and if 
available are too voluminous for a time-series analysis. 


stevens 


The analysis of the trend in State expenditures reveals that the health 
sector was accorded avery low priority at the beginning of planned 
development. In the First Flan period the State spent an average of Rs. 
329.48 crores per annum on health care, which was only 2.2 per cent of total 
government . expenditure and only @.39 per cent of the Gross Domestic Product 
(GDF) (Table VI). In the Second Plan period the health care expenditure more 
than doubled, and this pattern continued in each subsequent plan (despite 
the setback during the Annual & Fourth Flans). At present the share of the 
health sector has stabilised around four to five per cent of the total 
government expenditure (Table VI, Cet .it ds Similarly state health 
expenditure as a proportion of the GDF has also shown marginal increases 
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(9) There is only a single ORG study to date in which such data for Gujarat & Maharashtra was 
compiled for a single year - 1982-83. See M.E. Khan & C.V.S. Prasad, Health Financing in 
India : A Case study of Gujarat & Maharashtra, (Baroda : Operations Research Group (ORG), 
1985). 


r°bp atgei ‘sat “THED *SHOG ‘109 ut *etpur "g°y'd ‘78-1861 *18-MRST *'BB-K6L41 
BTpuy ut Ss 2uUSwyU ABSAOL) SB3235 4 UO TU, Su $O S3UN0D5H SaNUSADY 2 SB 2duUeU T+ pou tqwo’y + A2QANOS 
"deampys4ey 4 TUTSG §TTeAeH "NN # "ad ‘YaebTpuEUn ‘spueTS] N'Y 40 
SE fies #0 yoadsau “UT aun tpuadxy *%y 2USWUUSADG bh ioe he Ts FB SAIPNTIUE TZ 40] PTIpuy—T{v 2 a 1ON 
Pa ise 3 9B ° LZ OTS Sea ret ST°ST SIPUl tiv 
RE" Tt °vs 49°C tT Gz or? QL °&ZT AAABUDTIPUO4 "OF 
fe" Ba"Sst he S46" trl 223° BL" ZaT WEIDZYY “Sr 
cas $e "21 Be "T 12°66 1c t 48°18 Pog) 2 ee 
@S"T Ba°Sst es-a BB°4S 99° St "Th USSpP44 PRyQPunuy ‘cz 
£i% BL°LF oS" T oc eZ cet elec jTebuegq 3sam “' zz 
Zy°Z Bo "tT B9°T Os°2 de CF a a USsapes4 42399 ° "IZ 
92° pO" So 56 °A £8°O@s aa*t co" Os eandtay "az 
Gaz, OI *es 88 °T bo "Az EO°T ZB 9T NnpeyN Ttwe, “St 
St°S RA"+reS @t°s TZ °9L 69° rh aa GA WtAATS “ST 
98°S reer a r2°Z atric BS"T ti "41 WSYISECEY “LT 
Ba"s Se 25 ig 2? "6S = | 69 °SE qecund "ST 
6a°s Bi "Ze Secs vB°4ST bS"T ES"OT YSStay “ST 
£971 Bo "BAZ Zee £9 °TOZ Fal Dale rS"* St puepebeny cpt 
6s" So "TEI oo Ql "act T4°S ae "TS eAeTeybay *¢ 
&9°S pase 29" T°" B9°S 98° ANdGTUe_Y  °= 
@t"s pale Sa. a, a vi -Ge 9a°s Tee ee SAQyusSeavyey "TT 
oe SO sz 26°T ett cd iat | Cac Lt YSepeug EAYPEL,L "OT 
£9°Z 19 °Ss Or "=z 91°42 ee B82" Sz S(¥4Sy > *% 
95°2 Aa" 2272 QBA"LT Ayers Sp "St SxeEUIEY 9 
viz ZL" ve "Tt 54°ZS 99°] ZB°99 ATWYSEY F nwwep “4 
Be°S b= "Tal ae aad ; 1a Coal S6°19 YSEepeug TEYSEWTH “> 
{zz @t°4e St °z St "Sz 7B"T Zi s2 eusA wey 0 °S 
Oot TL °9z, 16°Z tLe £4°Z 1672 Rese CnNg “py 
B4°T 6b "bt ot Zs Sa"t T9°S AeutgZ “¢ 
Sa °T B= "ST ert 6£°BT Za*T SO"rT WESSy "2 
v6°zZ O° CS oe, 68 °QzZ B4°T Sz "LT yYSapeug Buypuy ‘fT 
“M4 HLWW3H. ae HL 1Y3H “m* 4 HiTY3H "ON 
(*SNH)28-TB4T (Su) 18-aB4T “€*S4) @B-OZ4T "Si"m/S3BLyis “9c 


SN SS OR SET EERE Sesh mm RE NY SONNY SEE nee omy ees Meee my NE ome nee ny emmy emits fg ee en en mY ante rae ee eet Mi mes a nme eee ree tem mt mn nt wes Soe wen we Se a 


“28-TB6T OL O8-46246T SHYSA SHL ONTYNG SyHvsITaM NTIWYS 


Hit¢sH NO SayunLianadxa ~ 


a epaninrt enemas re reas tse e 9 tins * sash e ons oS a nie ren om 


8 (CHLIGSH STI VNd * WOIIGaW) 


(HOL903S DIVNd) YLIdvD YSd § A atqel, 


47 


"(9861 Ubnosyy o96t sead *butuueyg 40 Asqstutw styyaqd man) *$2163STReIS SZuMOIIY TeUOTZeN ‘UOTZeEZIUeHIQ [eITYSTIeYS [Te4squag ‘199 (3) 
*(GB61 ‘MSHOW > TUTSQ °N) ‘PBST ‘BtPUT 40 5319519h35 YRTP8H ‘THAD ‘SHODO ‘109 (q) 


$(:Zs6t'rsud t= tured °N) *(ZB-1841 YbnO1yR.ZG-1S41) SJUNODIY anuaASy pue adueULY PaUTgwoy) ‘eIpuy +0 [e4suUag 4ORIPNY F 297 10430WOR *1N9 (eB) sad4unos 


"(9)98. ‘39g ‘f'OW *T*TOA SURTBaH $0 [eUsnoe yertpey ‘,bursueury 
UTEAH a2B35 gO AwoU0dR TEITRZITCYG, ‘1ebbng *y *sasg *SaxO4>d BC4Z *SyH PH PePewIISS sear yR4sty £ SZPUMOIIW TEUOTIEN, UL pazZaOdas Se S4PBA ¥ ; 


. #4 
“SUOTJIEIOLTS/SAewWIASa YaHpng ase Vey YRXIS ay 40 S4eaA OMY YSET ;: 3H 
"YDaPaSay F VOTJPINPZ TeItpaw *MWII “SIS3 *SHOD ‘vOTZeQIUES # A[ddns 4aqzeM SapN{du] : 2 
*“(potsad snotAasd ayy 4aA0 SAQe4 YRMO4H abequatzuad abesare ase stsayjuased ut saunfty) +: 58}0N 
(9°Ser) (Z°SSt)> (S*d) (9° 691) ($1°ZO8Z) (9¢°S9T) 
poles @crzs 8°SéZZ 9°cccz eZ °S7zet By “afZZ > “Bay Tenuuy 
+ ee (SB-@B41) 
tz to°t @299¢8 i8*+ asiz9z ce°ze @°oc 26°281 eoedlblt 8S*bl g°z¢ 9°821Z3 Z°9Z91 y°ZSttl VETd 4YRKTS 
(1°t8) (B46 °£4) (s8°9l) E22 4313 (£1°48) (SIT) 
Z9LZB 19982 9°Stct 6°Lbé eo" 2eat ZZ °@¢8 : "Bay penuuy 
: (62-¢Z6T> 
Z9 st*} SISiis 6S" S@ccW@l wL2°o2Z $2°St BS*ost 829 Te°cl CG’ dt £°scly z°ees T'tQZ+ VETd 43st 
tro°Or) (9°@S) (26°@S) (9Z°&9) (Cv °ZeT) (S$ 4.* 9% 
éivor TSo9et e°szty L*Lbot 6°9¢S 8°asc : "Bay Tenuuy 
<a ‘ (pl-694T) 
cs 64°a@ S6£i2Z2 ae oczcs ie°@2 wvI°S 48°88Z 6Z9S oct é*it c*ec2zz S* az B°PSét UPTd 4¥}4Nn04 
(9$°ss) (BI °ssS) (e°Z9) (81°22) (@Z° tLe) (12°82) 
B2ete 1Z@Z 2°SeZ c’e9z a ae SS O° Tez + ‘Gay Tenuuy 
: (69-9961) 
Ts cee B4eCct 5£°5 CIZiZ Z9°et BZ°S wl see L£2Z vl*s S°ét y°fél ¢° OZ Q@°cZL «=() SUPTg TeNuUUY 
(8°@S) (Z°@L) (68°2Z1) (18° 1o9O8T) ar arg 
BLéél S19 Seer B°zZét Bé‘t z78°281 : ‘Bay penuuy 
f ; (99-1961) 
Sy 96°8 86846 BI"? @e8eczZ 89°6 aZ*e wt’ Zcz L222 c9°Z et Bs 8°96 &°eZ 1°44 VETd PATyL 
{B°Z2) ($9°TS) (S8°tTt> (Z9°99E)) (9°STT) 
; as 74%! OZ 9°b8 ree 91 es : "BAY Tenuuy 
: (19-9961) 
Ze O98 ofrz99 a tee ¢ ezcrt - 1a°z = “YR zo°8 £°1s B°cZt Sg 8°@Z+ uPTd Puaaas 
sceat fect r°ée £1°@ Ors 2 ‘Bay [enuuy 
, : (9S-1S41) 
ec 6t‘@ cites ? Seay A $1468 - v8*i - “U'N 6a°8 £*8¢ St‘Zét ct‘@ @°Zél UeTd y84t4 
S tT zt tT 8I 6 8 Z 9 S ¥ ¢ z - 
(Z°7109) S 
31¥A aunt : 
JYNLIGN3d 1¥d/31¥1S -1QN3dx3 
a4043 -X3°1A09 ZYNLIG (*SY) WI1G3R 
NI) 45 30 $331¥d Wil 30 -N3dX3 .3SNLIGN3d 31015 aunt HLWW3H 317 UTPEH 
NB ¢e°103) L3XYYN HLW3H IN3W -X3 HLVV3H OL 3LYA -1QN3dxX3 -Gfid % W3 ayunl YVTP8H ases [an JtTQnd 
-1187 HIWY3H IN3BYND (v°109)  -N¥3A09 WONNY Y3d -I1dd 40 13103" -G3W OL M4 -1ON3dX3 1P 30) Ayree4 ® TEITPaW a0143d 
-fdOd I3LvLsz iy das Z1¥1S % Wi0L WLId¥2 43d OLLvY JLVATHd (3) 4O OLLVY NYId % (9) (®)} NY1d 


: oe SS SS SSS SSS OS ES OS BSF 6 SS 6S SS OB OS FESS BSS BSS SEB BBE FP DES DBS SSS SO OR OO ee ww ee ow em wm ew oe ew we we we ee ew wee wm eoroese oe 


3 1A @rael : 


48 


over the years. Table VI presents data in this regard according to the: 
different plan periods. 
owth rate of both health & family planning 


er than the growth of the total government © 


expenditure and the GDP. Also, the gap between state health xpenda ture a 
private medical expenditure appears to. be nar rawl gs — according to e 
eatimate of the “National Accounts’ (Table VI, cols. 2,7 and ®&). 7h 
trends are indicative of high investment an the state health eee term 
However, the performance ® level of utilisation of public health programmes 7 


do not coroborate this. 


The data shows that the gr 
expenditures have been much great 


Firstly, although the growth rate of expenditure in the state health 
sector has been higher than that of the total government expenditure, the 
level of investment and expenditure remains at a low level. For the year 
1984-85 the allocated expenditure for the antire state health sector was Rs. 
3287.8 crores, caw working out to a meagre Rs. 423.84 per capita per annum. 
This has to -cover expenditure on medical services & national disease 
public health & PHO, water supply & sanitation, CGHS, ESIS, MCH y 


programmes, : 
education & research, health bureaucracy ,— 


family planning, medical | 
construction of new health cantres & hospitals. 


Secondly, a large proportion of health expenditure in the Third, Fifth. 
% Sixth Flan periods, when the growth rate of health expenditure had been 
the highest (Table VI, see figures in parenthesis - col.2), went into 
infrastructure development, i.e. water supply schemes & consturction of 
health centres. In fact, over one-half of the medical & public health 
expenditure since the Third Flan periad is being spent on water supply & 
sanitation. Inspite of this, the health infrastructure remaing poor, & even 
today the public health sector has not reached the level of infrasturucture 
&® facilities recommended by the Bhore Committee in 1946." ; 


Thirdly, between 70 to 82 per cent of the investment and expenditure ine 
the state health sector goes to the 23 percent population residing in urbar 
areas. This is despite the fact that urban areas have access to athe 
public & quasi - public health care facilities guch as municipal and other 
local body hospitals & dispensaries, municipal protected water supply 4 
sanitation, municipal funded medical education, ESIS & CGHS for industrial 
government workers & go on. Duggal cites the example of Maharashtra, where 
out oF a total of 478 public (central & State) hospitals & dispensaries in 
1983, 432 (99%) were in urban areas and of all the state awned hospital 
beds, 97 per cent were in urban areas. And out of the total nmumber of 
public & privately owned hospital beds in Maharashtra, 30 per cent were in 
Bombay city alone. csaa>d ; 


par Sys leaving aside the preventive & promotive services, the 
curative services provided by the state, especially in the rural aveus, are 
grossly inadequate. Hence, beth in the rural areas, where the rive 
... practitioner provides services for between two-thi eas ea cna 
our ths ry 4 a aie “oe : 
arger share of health facilities & manpower. — 


ewes stAes Seen SOte SOE See SOnGs OLS SEER neeS Govse Liens SA UOECE HONGE HERES FpEte SArAD omens notte Manen epee: Weert wes sume < eons Means PateD SOtes Mates shone Hones comes apes on 4 ces exes nosso eevee cege eamme abuse eoeas voter estes ences “rm: spene cote —oume aocee <ant <i 
Coens Genes teres emney nanny Ape tneey chose Monee Renee Bhene ateer mente <osbe omeee 


(18) GOI, Department of Economic Affairs Indi 
, Bae ’ ndian Economic Statisti 
Delhi : Ministry of Finance). Cited in Duggal, 1986(b) Bi eae 


(11) Government of Maharashtra, State bureau of ; 
Health i 

fehar aahtrs 7eMMnGEEIOE fn, Ibi. ; alth Intelligence, Health Establishments ? 

9 : 


| 


and finally. the credibility of the state s rural health services i8 


very low due to the weightage given to achieving family planning targets. 


Se 
ite 


Over 60 per cent of the FHC staff's time is spent on family planning work. 


To quote Duggal, “Therefore it becomes very clear that both the ‘high’ 
growth rate of the state health sector and the narrowing gap between state & 
private health sector expenditure ig only an illusion created by aggregated 
data". 


Pattern of Expenditure during the Sixth Plan 1 Case Study of Gujarat 


Ome vances svenssecants snapesesneeanGnnenaseeenstesees ti MD Stibed sien tnene ies we =aans HSRen rene rene mene® 


An ORG study «az recently presented data for the entire Sixth Plan 
period for Gujarat, to indicate the pattern of expenditure in larger and 
better developed states. The pattern is as follows ~ 


Out of the total health expenditure between’ 1960-85 — 


1. Medical relief ~ 254 

2. Family Flanning - 186.9% 
=. Control of communicable diseases ~ 15.2% 
4. ESI = Shee 
Ss. Minimum Needs Frogramme - 9.5% 
6&. Nutritional Frogrammes - 6. 6% 
iA 5.5 


. Medical education ~- Seakee 


Such important components as’ the training of paramedical etat ft (2% of the 
total expenditure) and MCH supplies (within family. planning programme — 
@.1%) remained neglected. Other crucial components such as transportation, 
journey allowance, mass education, etc. had a negligible expenditure of less 
than one per cent (W.8% to O.9).« cas» 


Secondly, a comparison of the actual expenditure with the Sixth Flan 
outlays shawed that for every Rs. 180 planned, only Rs. @2 was spent. 


Sub-sector expenditure : 

Health — Rs.76 out of every Rs.10@ planned. 
Family Flanning - Rs. i138. 

Sewerage *& water supply — Rs. 641. 
Nutrition - Rs. 41. ; 


“Thus the expenditure in all the sub-sector. except family planning was 
lower than what was planned". ca» 


C. Biases In Public Expenditure Patterns 


a 


Certain biases are in-built in the financing 
health care system. 


pattern of the present 


(i) The Urban Bias 


me cena one mee 


Some 77 per cent of the total Indian population resides in rural areas. 


ee oe wie a 


(12) ME. Khan & C.V.S. Prasad, "New Initiatives in Health & Fam 
Some observations", Paper presented at the Conference on Allocation of Health Care 


Resources in India & the United States, April 14-17, 1986(b), Columbia University, Nes 


York. 
413) Ibid, 9-8. 


(14) Khan & Prasad, 1985, p.52. 50 


Ihe rural population, in comparison with the vee rte Wa si gh 2 
infant & child mortality, a higher birth _clgpeaetaga ee od egal 5 
morbidity and malnutrition. One reason for this situa - fae pis: 

differential distribution of health resources in favour © é 


Table VII shows the lop~sided growth of health care tere their 
concentration in the urban areas. AN impartant ings Cais of aa eat 
facilities is the number of hogpital beds available o ei ll j 
19%6, the earliest year for which this break-up is aval baQES peer cent of 
all hospital beds (qovernment, local body & private) bei. located er ee 
areas. This had declined to 13.7 per cent in 1974, clearly indicating that 
the rural areas had been grossly Heme: ted regan. aa es bees 


investment. erp 


Accarding to the Flanning Commission's own admission, between 1981-74, 
gut of the total state & central expenditure af Rs. 855 crores for 
providing water and sanitation facilities, 566 crores (46.2%): were spent on 
urban areas and anly £989 crares (35.9%) were spent on rural facilities. era> 
The share of primary health centres and training schemes for rural health 
manpower in comparison to medical colleges and urban hospitals Xe 
dispensaries, show the same inequalities. Between 1964 & 19894 ‘theFHCs 
Population ratio: has remained constant at one FHC per 8@,@@0 population 
(Table VII). . 


“The Minimum Needs Frogramme (MNF) was an attempt to shift the 
priorities in favour of rural areas. The figures below show the trend in 
plan outlays for rural water supply/sanitation and rural health from the Fif — 
“th Plan onwards. eiz, | 


Fifth Flan Sixth Flan Seventh Plan 
Rural Water Supply & Sanitation - : 
(in crores) 4681.24. 2134.24 era a ale 
% to total health Outlay (46.7) (55.8) (94.4) 
Rural Health (in crores) 120, 30 | 576.96 SOTO. SD 
% ta total health outlay Pe, (31.7) ee RP SS) 


It is difficult to compute the exact distribution of the health sector 
Ortlays into rural and urban heads, as several schemes are camman to both 
areas. An 1986 ORG study <ame> arrived at certain approximate estimates by 
Classifying the schemes into purely rural, purely urban and those which were 
comman to bath. - At the national level, as much as 44 per cent of the 
expenditure was incurred purely in ourban areas Con Medical Relief, Education 


ee eae ee oe ee ie em ow on ew even 
SE OO Se | aD A ee CT aks ek “ease me, aka 
— oe me ee ee 


7 om ee tee ees coe 
ee ee ee te ee ae es. i a Tae a oe a ge gs 


(16) Government of India, Planning Commission, Sixth 
Planning Commission, 1981), p.397, kL 


Five Year Plan 1988-85, (New Delhi 13 


Ss een aEeee 


17) See Tables I(a) & II for 6th & 7th Plan 
-respectively, See Ibid, pp. 382 4 401, 


water supply/sanitation include the cen 
Programme (ARP), 


Outlays on health & Water supply/sanitation 
for Sth Plan Outlays. The above figures on rural 
tral outlay on the Accelerated Rural Water Supply 


18) M.E. Khan & C.V.S. Prasad, Health Sector E ; . 
' oo ee Or expenditure Differentials in India - t 
National Level Study, (Baroda : ORG, 1984(a) ), cited in Khan & Pras ieee aes 
~ 9 ] ) . 
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while rural areas accounted for only 15 7 
er cent (an FPHO/SHC/rural dispensaries, capital outlay (MNF) lg on 
ee rare Services, Dai training, Village Health Guide tre etc. ’ 

common schemes which accounted for 40.9 per cent of the total expen i Urey 
were also unfavourably weighted in favour of urban areas. 


& Urban Family Welfare Services) 


(ii) The Curative Bias 


According to one health expenditure analysis, c19> 61 per cent of the 
health finances are diverted to medical services mainly curative in mature, © 
while amere 39 per cent is spent on public health. The plan outlays on | 
health have been largly concerned with National Fragrammes far disease © 
control, medical research & training and hospitals/di spensaries. In the © 
Seventh Plan, medical education ®% research (including the ICMR), which are 
concerned with the development of the medical profession, have alone been — 
allocated 175 crores (Table [(a) ?). 


The bulk of family planning outlay is spent on services & supplies, — 
while MCH with its preventive orientation gets a meagre amount. A 
Comparison of the Sixth & Seventh Flan outlays (Table I(b) ) | provides the — 
following picture 3: = 


2 


on 


Ta Sixth Flan Seventh Plan 
1. Services & Supplies 3 647%, 427% 
2. MCH Services 23% 27h 
3. Village Health Guide Scheme ; athte 117% 


The Sixth & Seventh Flan documents lay great emphasis on MCH care, ~ 
immunization & the training of paramedical staff. However, as pointed . out © 
by the ORG study, ze, these priorities are not reflected either in the © 
Sixth Flan outlays nor in the actual expenditure (plan & nonm—plan) during ~ 
the plan period. The percentage of the total expenditure spent on these — 
programmes compared to the percent expenditure om medical education by the © 
States of Gujarat & Maharashtra during 1980-85, is as follows: : 


Gujarat Maharashtra 
(1980-85) — 
i. Materials & supplies for MCH & EPI . — @.1% : 0.57% 
a Training of paramedics and extension Staff - 210k 2.57% 
3. Medical education oe Se Or 3 Vea a! 


Thus curative health care continues t ee ; 
system. oOo be the main-stay of the health — 


Another aspect of the curative bias has been th 


of drugs in health care. e disproportionate share © 


In 1984-85 India produced drugs worth Rs. 2,214 


= os ae am ae en SS oe Ge BS Se oe oe me ae os Se we oe oe oe oo oe ae ne Re ee we me oe ee oe oe oe me ae ee 
a eee Nhe al DN a Ne IN fe i pe 


"h9) S.Kulkarni, Health  Expenditur 
ssl diture Analysis : : 
mimeographed). Part 1, (New Delhi : ICSSR, L979 


(20) Khan & Prasad, 1985. 
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‘crores Case 


ees ee eee: mun oh eemewenee foere 


= . 
“Gii) The Frivate Sector Bias 


. It is a well-known fact that public sector services are utilised by 
Poeniy 2@ per cent of the population. The expenditure on health services for 
the rest of the 80 per cent comes from private sources; however only ai few 
estimates are available regarding the respective share of public and private 
expenditure on health in India. (The private sources of health expenditure 
are discussed in section 4). 


ae The National Sample Survey (28th round, 1973-74) caer Nas estimated 
household health xpenditure at Rs. 843 crore (Rs. 14.05 per capita per 
annum) which was 300 per cent more than the public expenditure of Rs. 268 
crore in the same year. Applying this same ratio for the year 1961-82, the 
per capita private health expenditure was Rs, 83.58 as against Ks. “77.86 per 
Capita, public expenditure. This adds up to a total health expenditure of 
Ks. 7655.87 crore which constitutes 5.14 per cent of the Gross Domestic 
product (GDP - Rs. 1486.78 crore, 1981-82 prices). 

ie According to the CMIE estimates «2s, however, health expenditure was 
menly 2.1 per cent (i.e. Rs. 3122.24 crore) of the GDF in 1981-82, aut of 
which the government expenditure was @.8 per cent (Rs. 24.97 crore) and 
private expenditure was 1.3 per cent (Rs. 48.58 crore). 


On the other hand, FRCH estimates, based on data from various sources, 
indicate that health expenditure in India constitutes 8.33 per cent of the 
ODF (Rs. 196745 crore at 1983-84 prices). Some 60.4 per cent of the above 
is borne by households as a part of their consumption expenditure, with the 
majority of these households being in the rural areas (94 per cent as 
against 35% in urban areas). «za» Thus private expenditure remains the major 
source for financing health services in India. This only adds to the 
disparity between rural and urban areas, and between the minority with 
purchasing power and the majority living on the margins of poverty. 


The data in Table VI appears to indicate that the. gap between the 
health expenditure in the private & state sectors has narrowed down to 
‘almost unity in the Sixth Plan period. However this 1s contradicted by two 
other features. Firstly, between two-thirds and three-fourths of health 
care utilisation is in the private sector. And secondly, the private health 


Ta co alee en eee ee eee eee eee ee eee eee ees 


(21) Government of India, Planning Commission, Seventh Five Year Plan 1985-90, Vol.II, (New 
Delhi t Planning Commission, 1985), p.191. 


(22) See Ravi Duggal, "Health Expenditure in India“, FRCH Newsletter, November-December, 1986, 
Val.1, No.t. 


(23) Centre for Monitoring Indian Economy, Standard of Living of the Indian People - 1984, 
(Bombay : CMIE, February 1984), Fig. 4.17. The expenditure figures have been computed by 
CHIE from the CSO, National Accounts Statistics 1970-71 - 1980-81, (New Delhi, February 
1983). In contrast to the CMIE estimates, the CBHI estimates of per capita public 
for 1981-82 was Rs. 27.86 (see Table Vl in this chapter). This discrepancy 


It is possible that the public expenditure estimate of Rs. 27.86 
public 


expenditure 


needs further analysis. 
per capita combines both the Health Ministry's expenditure & that of the other 


sector undertaking. 


(24) See Duggal, 1986(a) and 1986 (b) for the details of this estimate, & the private & public 


expenditure pattern for urban & rural areas. 


54 


oe ae ae Oe Oe Be a we Oe et Oe oe ee ee we oe 


growth rates after mid-seventies (see 


a ienc ry high ‘ 
sector has experienced very 9 ntage share of hospitals & beds in, the 


figures in brackets showingthe perce 
private sector, Table VII). 


ener ane nes omen 


D. State - sponsored Health Schemes. she . 
Enterprises. : 


hemes %& Expenditure by Public Sector - 


tegories of subsidised medical care for a small section of the. 


Fee &e also constitute sources of public 7 


employed population in the public sector, 
expenditure in India. These are — 


1. Insurance health schemes, such as the Central Government Health — 
Scheme (CGHS) and the Employees State Insurance Scheme (ESIS); and 
2 Medical expenditure of public sector undertakings, namely Ministry” 
of Railways, other public gsactor corporations and the Armed 


Forces. 


Se 


The ESIS covers all industrial and factory workers earning upto Rs, — 
1600/- per month. A variety of medical, sickness, maternity, disablement — 
benefits & other programmes are made available to the insured person. By — 
December 1983, the scheme covered all the States with a network of 1163 ESIS 


dispensaries & 64 ESIS hospitals having a total bed strength of 22,552. cas. © 


The CGHS, which is planned on similar lines, caters to all grades of © 
Central Government employees. The scheme covers 15 cities and benefits © 
644,062 families (1962-985). It provides medical care through 191 allopathic © 
dispensaries, 27 Ayurvedic, 27 Homoeopathic and 2 Unana dispensaries. cme % 


Health expenditure estimates for 1981-82, of four major public. sector ~ 
corporations are presented in Table VIII. 


Table VIII : PER CAPITA MEDICAL EXPENDITURE OF SELECTED PUBLIC SECTO 


Shae tes ersertetn sh vas ee men tarseesacaegr embsinu yarn tre easertewasneneh eh Onsep tetas hesenrenaeeyasanees tenses Vi haeee Bee Aga PETRTar: teesereeeteeses 


CORPORATIONS DURING 1980-81. 


AGENCIES/ORGANI ZATIONS FER EMPLOVYEE/FAMILY FER ANNUM 
EXPENDITURE (Rs.). 


a eee ee ene eo De SOD SACSS, PUSH SSIET COKE Rees Crete eotee Outta. dene Siew Saas. Sanis (CM. Seems eAwNiAtmreibeuen WEST BEDS | OFUU Neen SONG bees etees treee mSés: eosan: Soend. oben betes aunsd Slain, Orde Chded ams GhasTeasel Piece Faded SASSI obsenl Sonat 'ndaee! Said Qi Epede  @tesn’ aecas |aktee Gui Koto] Gabie NGRSE TIE! 
= 
“ Ee ee te te ee 


Air India 72). 20 
BHEL 850. 0a 
SAIL 577.9% 
Railways | 310,45 


(Sane meee Suehe apres Stent even meer etees wees pense move} coves Senet (Saas | aestin emaSe | onees | dea: St0aa| Bias: congs | SbEet Orees! — 
- tee mene Seees Sees naene Hotes never pemee erAKy actey 
Rae tee meee ates getirn wenes Nuns sete meen eetee eeere ceeee Weert wees ones 
od ASO Sheen hemes Sones aaOth Steey MELE nuees weeee potas wene? MEEAd aban dune HERDS oui Geeks feOH? tents comme iene rene coer je os PA eee ee 


Source : Lok Sabha, Estimate Committee (1981-82), 22nd Report of Lok® 


Sabha, (New Delhi oo: MOHFW, March 1982), cited in Khan’ & © 
Frasad, 1985, p.Iil. 


E. Health Expenditure by Local Bodies. ; 
: 

oe Ss Sante ® minicipal bodies in urban ‘areas, % local bodies such asil 
illa arishads in rural areas is available. In Urban areas, municipal 5 

a ee eee i 
(25) Government of India, Directorate beneral oft Health Se Se : 


; seus Services, Central Bure $ Health 
Information, Health Statistics of Indi : au oT hess te 
la 198 » 1 ) . Ls 

Welfare, 1984), Table 13.3, p.244, te EE FOS | hints Fael lig 


(26) Ibid, Table 13.1, p.242. 
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mcorporation & municipalities spent around Rs. S3 per capita (estimated from 
a 1976-77 based NCAER study of municipal resources, 1988) or totally Rs. 848 
crore. ; 


Estimates based on the expenditure accounts of Pune & Dhule Zilla 
parishads, put the health expenditure of Zilla parishads at Rs. 0.20 per 
capita per annum (on an average). «ar» 


4. PRIVATE SOURCE OF HEALTH EXPENDITURE 


There are three sources of private expenditure on health. The first is 
the private household’s or the private individual's consumption expenditure 
on health . The second includes private practice and private institutional 
facilities for medical care. The third source is the expenditure incurred 
by private industrial groups and the voluntary agencies (non-government 
organizations). 

: 


It has been pointed out that "the private sector is by far the largest 
sector & is responsible for three - quarter of all medical care whether 


rural or urban. ....At least three - quarters, if not more, of all doctors 
whether allopathic -ar non-allopathic are ‘trained chiefly at government 
expense but they earn their living through private practise. As general 


practitioners, consultants, or running their own diagnostic clinics & 
nursing homes, they are mainly concerned with curative medicine & maximising 
earnings. There is an increasing number of private hospitals in the larger 
cities which offer expensive modern medical & surgical care. The lucrative 
nature of this sector is revealed by the extent of pressures exerted for 
admission to medical colleges & by the rush of corporate sector in opening 
S-star super~-speciality medicare centres investing several hundred crores of 
rupees in each such centre". «za, Yet, "we have virtually no information 
about the operation of this sector & the extent and nature of health 
expenditure incurred in the private sector". «cas» 


While public expenditure on health is documented (although the data 
shows many discrepancies & contradictions between. different qovernment 
sources), the data on private expenditure is virtually non-existent. Such 
data can only be surmized indirectly from a variety of sources, 4«a© for 

instance the number Of doctors in private practice, the amount of drugs sold 
outside the public sector, the cost incurred in establishing and running 
private hospitals, etc. Since this forms the largest amount of expenditure 
on health, determining the extent and nature of private expenditure should 
be one of the highest priorities in health research. 


A. Private Household Expenditure 


In the absence of detailed analysis of private household expenditure on 
health, it is only possible to indicate the nature of expenditure incurred. 
The possible heads of expenditure would include ~— 


— — -——— a cient a age a ea al Ate Ge Som ee awe ee ee a oe ES 
eee re aaa == eee oe eS — -_-— — 


(27) Duggal, 1986(a). ; 


(28) N.H. Antia & R. Awasthi, “Health for All : Concept versus Reality". Paper presented at 
the Seminar _on Health for All : Concept & Reality, (Bombay : Foundation for Research 1n 


—_— 


Community Health, November 15-16, 1986), pp. 7-8. 


429) Ibid, p.7. 
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(a) Medicines; 

(b) Investigative costs , 
(c) Access costs (transportation, etc.)§ 

(d) Doctor’s fees (consultation, etc)s 

(e) Surgerys 

(f) Hospitalisation; 

(gq) Lamunizations 

(h) Contraception; 

(i) Disability expenditure; 

(j) Fregqnancy expenditures 

(k) Gpecial nutrition during illness, and so on. 


(X-rays, pathological tests, etc.) 


Some estimates of household consumption expenditure on health derived 
from micro-level field studies are presented below: 


(i) A study conducted in North Arcot (Tamil Nadu) in. the early 7@s ¢so> 
found, that an average family in the rural area spent on an average Ks. 
BU/—per annum. The proportion of total household income spent on 
medical care, varied fram 7 per cent for the lowest income group to 24.5 
per cent among the higher income group. Nearly 3@ per cent of the 
families stocRed allopathic medicine, and 10 per cent stocked food 
gupplements & tonics. 


(ii) A study in two villages in Uttar Fradesh cma, found, . that the per 
capita expenditure in the Western U.P. village was around Rs.11/- per 
month and in the eastern U.F. village, Rs. 6.90 per month. All the 
xpenditure was incurred for curative purposes. A comparison of these 
figures with the U.F. Governments per capita health expenditure 
revealed that the individual family’s per capita health expenditure was 
ten times that of the state government's expenditure on each 
individual. 


(4ii)0 The Foundation .for Research in Community Health (FRCH) arrives at a 
much higher estimate of pivate household expenditure, made on the basis 
of two urban studies and one rural study. (32) In urban areas, middle- 
Class citizens (all members of the Mumbai Grahak Fanchayat with family 
annual incomes between Rs. 18,000 ~ F5,@@@), incurred a health 
expenditure of Rs. 240 per capita per annum (i.e. RS. LBA per family 
or 6.86 per cent of their average income and excluding reimbursements). 
In another study of class IV employees of a thmedical research institute 
{average income Rs. 720 per annum), it was found that these families 
spent Rs. 176 (excluding reimbursements) per capita per annum. On this 
basis the urban private household expenditure on health care has . bean 
estimated at Rs. 248 per capita per AATIILUM This entire amount went to 


the private health sector { i actiti i ; 
, Hh secte Private practiti =f 
diagnostics, drugs). : Co ee Meteei = 


In the rural study undertaken by FRCH «as, in five districts of 


Zi te , 7 . 1 i . ben - ranch in . os hacia pike 
paaasy anes A O85 tao a neg tape hie ie ali ream ly cy MN ta 


ron io 


At A AMA TT SLSR OER OES ee Hee eee SEAS Mores Money — ree meee ceees ened mes wen: Pes eaene shee Base ence cones warss sass = pa ‘ sats TAP (Om AOE Coney nbs eRe Senet GOED CORED CURED HEEET SOOEA GEESE DOTA SEND GOED Sonny rater Beam OuteS Sen <ped: cous Wap) wom Gane eure 
wwe ee A me SnOH me ney tone them rete ming mene wfiey oe eee J a 
ab mem te an s 


(38) Rao et al., “Personal Health Ex itur 3 
3 ane : penditure among Rural Communiti i 
District", Indian Journal of Medical Research, Vol.61, No.7, 1973 es ae 


Ej 


(31) Khan & Prasad, 1985, p.8-9. 


Netty co 


(32) Duggal, 1986(a), 


a 


(33) A. Jesani, M. Gupte, R. Duggal, NGOs in R i‘ 
E ural 
Roptiaconing), quoted in ibid; teeRee al Health Care, Volume 11, (Bombay 2 PRE: 


at 


& 
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. Maharashtra, the private household expenditure oan health care was 
74 estimated at Rs. 125 per capita per annum, for the year 1981-82. 


A very small proportion of the population who are employees of private 
sector enterprises, & their families, receive partial or full medical 
benefits from their employers. The companies differ in the types of health 
‘care schemes offered to the employees. These include ESI facilities, medical 
reimbursements for the executive levelstaff, %& the establishment of their 
Own health care organisation comprising hospitals, clinics & dispensaries. 


= Some health expenditure data for selected private sector organisations 
is presented below : 

(i) TELCO spent about Rs. 42.43 million in 1982-83 on health & family 

welfare services at the rate of As. 1,1@6/- per. employee 

(including the employee's family). Out of this 32.6 per cent was 

spent on drugs & material supply under their awn medical care 


organisation, and 10.6 per cent was - spent on medical 
reimbursement. The Company’s contribution towards ESI amounted to 
4 only 3.1 per cent of the total health expenditure. (m4> 


(ii) TISCO incurred an estimated health care expenditure of Rs. 130 toa 
Rs. 14@ million in 1983-84, distributed over its hospital, other: 
centres, and the hospitals with the collieries & mines. c-s> 


& The inputs of voluntary organisations running projects all over the 
country need analysis & documentation. & certain portion of this 
expenditure may be reflected in private consumption expenditure, but since 

many projects subsidise health care & do not require the recepient to pay 

mor it, this overlapping category must be a small one. 


—C. Expenditure Incurred by Private practitioners and Private Institutional 


Facilities for Medical Care. 


paoae ov pee ban nereneenemenene nan aens Ape 


A third source of private expenditure are the private practitioners, 
which constituting the largest Chunk of private expenditure and 
-instituttional facilities Private Institutional Facilities include — 

: (a) the clinics & consultancy of private practitioners; 
(b>) private hospitals; 
(ec) private nursing-homes; : 
(d) new diagnostic centres with the latest, advanced technology: 
: (e) health institutions owned & financed by the private corporate 
| : groups. 


There is no documented data on the cost per bed or per patient in these 
private clinics & hospitals, which would enable a meaningful comparison 


between the expenditure patterns in the public & private sector. 


However , their is a world-wide trend towards increased private 

| corporate investment in health care, largely facilitated by modern 
technological advances in health. The U.S. has been the trend-setter in 
this development. For instance, between 1980 and 1984, corporate revenues 
in health care in USA grew from # 25 billion to # 118 billion, along with 


— eeees ence See ee ees Stee Sree SEGRE SOEET Sneed cutee SOOT seme enEEE semeT <onet 
ed ieee _ 
(Geese sates coors sums esses maces eaves cored acune conte casas worst omsey Cues stes cones mone: wonm beens cuems saaPiomen Giest Gere Genw suns Ses ences Overt conse mses mame ovees Sarre Goasy renee wunee “On—y — 


(34) Khan & Prasad, 1985, p.1@5. 


35) Ibid, p.103. 
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increased monopolisation through mergers & take over. ¢me> In India, in the 
last two years, over Rs. 20 crores have been spent by the corporate sector 
in establishing diagnostic centres with CAT scanners and sophisticated 

country. Since 1982, the United 


pathalogical laboratories all over the | 
iagnostic centres, involving an investment 


Group has built up a chain of 46 di 
Of Rs. S@ crores.c«cz7 The Appollo Hospital Enterprises Ltd. (AHEL.) , 


Madras, is the first corporately managed , service oriented and profit 
generating hospital in India. ¢ze> ; 


eee ee we we we we we ow ee wwe ee ae es ewe ae ee oe ee eee ee ee ee ee ee ee ee we tn ee ee ee me On ee OD Oe Om Oe oe me on Oe Oe 08 Oe Oe om Oe Oe mm me OS Oe OS Od Oe me we oe om oe oe oe oe oe oe om we 


(36) D. Stoesz, “Corporate Welfare : The Third Stage of Welfare in the United States", 
Work, July-August 1986. Cited in Duggal, 1987 (forth coming). 


(37) "The Corporatisation of medicare“, Special Report, Business India, December 27, 1966 


January 11, 1987m pp. 78-81. 


(38) “Apollo s medicare goes corporate", Special Report, Business India, December 28, 1982 
January 2, 1983, pp. 78-89; Business India, 1984-87. : . 
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+ OMMUNICAB & NON-COMMUNICABLE DISEASES 


1. INTRODUCTION: 


In India, as in most developing countries, communicable diseases 
continue to be the main causes of morbidity & mortality. The high incidence 
of communicable diseases, themselves Viral, bacterial & parasitic in origin 
is in turn due to the poverty & poor nutritional status of the people, pata ; 
to environmental factors such as poor sanitation & the lack of safe drinking 

water. According to the health statistics provided by the Director General *© 
of Health Services, the major killing & maiming diseases that affect the _ 
people are tuberculosis, tetanus, acute respiratory intection, gastro- 


: enteritis, measles, malaria, leprosy, Poliomyelitis & filariasis. Table I 
indicates the estimated prevalence of and deaths per annum from: few 
major diseases in India. ¢4;5 F 

Table I s COMMUNICABLE DISEASES IN INDIA : PREVALENCE & MORTALITY OR 
DISABILITY. 
DISEASES ESTIMATED PREVALENCE ESTIMATED DEATHS 
FER ANNUM 

i. Tuberculosis 10,020, @8@ 58,20 

2. j\Neonatal Tetanus - 250,800 (1981) 

3. Diarrhoeal Diseases = 3 1,500,800 (@-S yrs) 

4. Measles 964,022 780,20 

(TSF 3 

S$. Malaria 1,408,008 172 (1982 
; (1983) provisional) 

6& Filariasis 14,002, 2a@ ~ 
7. Leprosy 4,200 ,2aa _ 
Estimated disability * 
per annum 
| 8. Poliomyelitis / 2 lakhs 
Source +: “A Frofile of Common Diseases in India“, Future, 12, Winter, 
1984-85, p.43; 
+ : "Issues in Immunization”, Future, 17, winter, 1985-846, p.42. 
The Western countries had a similar disease profile in the last 
2 


century. According to western authors like Mckeown, «<a, these disease were : 

eradicated in the west before the advent of modern preventive & curative 
medical technology & the decline had commenced even before the cause of the 

diseases was known. (Figs 1 and 2) The improvements in nutrition & oti 


S60Cial conditions were the main factors contributing to this dramati 


eet eee ne tere eee a a ee 
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(1) See the chapter on Health of Women & Children in this issue, tor data on the six diseases 
(diphtheria, whooping cough, tetanus, tuberculosis, measles & poliomyelitis) idéntified — 
for the worldwide immunization programme, the Expanded Programme on Immunization (EPI). = 


12) T. McKeown, “The Medical Contribution". In N.Black, D. Boswell, A.Gray, S. Murphy &-. 


J.Popay (eds), Health & Disease. A Reader, (Milton Keynes: Open University Press, 1984), 
pp.107-114. ES 
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* . 
population. In more recent times China has 


2 jal inputs %& 
iseases Cé be controlled through socia 
| rrated that these diseases can : 
eas Sly ~ basic needs of life to her people. «oE> Although a 
a a F wie has declined since the pre-independence perio in Bed a 
——s essarily high toll in terms of morbidity & 


: z } ; to take an Uunnec J 
ee ror most of these sufficient knowledge is: available regarding 
m : t 


‘cea esti on &% relatively cheap technologies for their 
4e281r eA b) 


as also simple 
prevention, cantrol 


decline % to tte growth of 


and treatment. 
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Respiratory tuberculosis: death rates, England and Wales 
Measles: death rates of children under 15, England and Wales 


Source: McKeown, 1984, Fig.8.1,p.92 and Fig.8.14, p.105. 


Flaque hag almost disappeared from the country (Box 1), the world wide 
campaign under the aegis of the WHO Nas succeeded in eradicating small-pox 
(Box2), and there has been a steady decline in the incidence of cholera 
_ Since the beginning of this century. (Box 3) . 


Non-communi cable diseases, particularly cardiovascular diseases & 
cancer which canstitute the leading causes of morbidity & martality ain the 
developed countries, are increasingly becoming major health problems in 
India. Blindness, goitre, environmentally caused torte syndromes, 
neurological & mental illnesses, genetic disorder and oral health are other 
health problems in this category. 


The data on the incidence and prevalence of particular diseases in 

‘, India and their distribution in different parts of the country is scanty and 
dispersed. The available data relates to the reported cases at hospitals 
dispensaries, (that too, mostly at the Government ones), and is, therefore, 

a gross underestimation of the magnitude of the disease in the population. 

Very often different government statistics are contradictory. <4 There are 
no country-wide epidemiological studies, anly are@ea-specific micro~studies 

which are not adequate to Qive & picture of the dietribution and nga tee 
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ES SA ae Se no nem eb “a dink: wh aah Sew cr eet 


(3) ide ae on “Health care in People’s Republic of China" in V.Djukanovic & E.P.Mach © 
fomnt UNICER WHO Se eet to Meeting Basic Health Needs in Developing Countries, A © 
udy, eneva: WHO, 1975), pp. 35-58: V.w $i i : 
. go Wa idel & R. Side "Th 2 
health care delivery system of the People’s Republic of China", in K.W. Newell ‘(ed), * 


Health by the People, (Geneva; WHO, 1975), pp. 1-12, 


(4) R.N. Basu, 11 Surveillance of Epr Taruet Bi G 
1se : , 
Hygiene & Public Health, unpublished). : syery Waleutta 1 All Indi« or 
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of the diseases for the country as a whole. Or, as in the case of TB, the 


a mational Sample Survey 


National Diseases Control Programmes 


As communicable diseases formed the main health problems in India, 
separate country-wide ‘vertical’ programmes for the prevention, control & 
eradication of communicable diseases were launched against malaria, 
emaltpox, tuberculosis, leprosy,  fileriasie, <rachoma ~ aid] =ale = 
Subsequently, certain nutrition-deliciency disorders such as Goitre, and 
non-communicable problems such as mental health were brought under national 
control programmes. At present the following national programmes for the 
control of communicable & non-communicable diseases are being sponsored by 


the centre — (+5) 
1. National Tuberculosis Frogqramme (NTF) 
2. Diarrhoeal Diseases Control Frogramme 
3. National Malaria Eradication Frogramme (NMEF) 
4, Wational Filaria Control Frogramme (NFCF) 
5S. National Leprosy Eradicatian Frogramme (NLEF) 
6. National Frogramme for Frevention of Blindness (NFFB) 
7. National Goitre Control Programme (NGCF) . 
8. Guinea-worm Eradication Frogramme 


9. Sexually Transmitted Diseases Control Frogramme 
1Q@. Mental Health Programme 
li. Expanded Frogrammne of Immunization (EFI) 


This chapter deals with some of the major communicable &  non- 
communicable diseases in India, particularly those covered by national — 
control programmes. However not all the national programmes are discussed 
as these have been taken up in different chapters in this volume. (a> 


2. COMMUNICABLE DISEASES 


A. MALARIA 


As early as 19%5, the first Director of the Malaria Institute of India, 
Brig J.A. Sinton, had estimated that at least 10@ million Indians suffered 
from malaria annually, He reported ai loss of efficiency in i8 million 
workers out af an agricultural population of 33 million in one State alone. 
«y> The disease WAS also responsible for the delay and disruption of scores — 


ee ee Se ee 


ca en otarsl TSI SGESD| sunt ote: wees So0ve' Somme money eases eas. coves cobs cco are 
ieatid tet shes pene comme meee eee 
TTA nen metoy Arupe tater Hints seeay inary menor 


Aa) =. Kamath, Treatment of Tuberculosis, (Bombay: Bhalani Publishing House, 1979), op.t- 


rn ree cnn ee Genii rei cin sent ete on sess abreast nse sas ete set dis mae Ea a Stee eye 


(S) GOI, Ministry of Health & Fami) | | acc 
y Welfare, Annual Report 1984-85, iN : 
po fPp-- 28-40; G01, Planning Gompissian, i ce 


4 Se j - 1,8 
Planning Commission, 1985), 9.271. meventh five Year Plan 1985-90, (New Delhi: 


(6) : ition’ D 
ee. °°, Nutrition for a duscussion of the Problems of nutritional blindness 
; apter on ‘Health of Women & Children for a discussion of diarrhoeal 


diseases and the Expanded Fro i i 
ne : gramme of Immunization(EPI)-: : 
Siabtation in the chanter an ir anhent sue ‘; and the section on Water us 


(7) Js. Sinton, "What Malaria Costs Indi ; | 
: ndi N i 2 
Malaria Survey of India, 5, LoS, Se o9kcsea Socially and Economically » Record | 
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of vital engineering, construction, mining and other projects.-<a, The Bhore 
Committee had recommended the co-ordination of all anti-malarial work 
within a central organization ~the Malaria Institute of India <a> Following 
partition in 1947, epidemiological assessment placed the number of cases at 
75 millions; malaria had become the single largest threat to the people’s 
health. j 


The discovery of DOT, a long acting insecticide, was the starting point 
of organized, world wide anti-malarial campaiaqnss ©10> the WHO Expert 
Committee reports on Malaria made a series of recommendations related to the 


‘epidemiological, operational and administrative aspects of the campaign and 


provided some quidelines and parameters for measuring their success. cara» 


In India the National Malaria Control Frogramme (NMCFP) was launched in 
ar ge Initially it was desiqned to protect the population living ‘in endemic 
areas by drastically reducing the transmission of the disease through the 
periodical spraying of all households with DDT. -The response was 60 good, 
that more than the tarqeted number of NMCF units had to be allotted in the 
first year itself, and between 1953-57, 200 NMCF Units were set-up. «az 
These early efforts showed qood results; between 1953-57, the incidence of 
Malaria declined by more than SO per cent in the endemic area. | 


‘The success of the NMCF and the danger of Vectors developing resistance 
oOo ODT, led to the idea of converting the ‘control’ programme into an 
eradication proqramme. This idea was discussed at the {Vth International 
Congress of Tropical Medicine and Malaria held at Washington D.C. in 1993. 
At the Nineth Regional Committee session of South-East Asia Kegion of the 
WHO in New Delhi in 1956, malaria eradication was made the qoal. cas 


The National Malaria Eradication Froaramme (NMEP) was launched in 1958, 
with the objective of achieving eradication by 19664. fechnically, four 
phases of the programme were clearly identified : the preparatory phase, the 
attack phase, the consolidation phase and the maintainance phase. A time 
limit was set for the completion of each phase. 


Gince considerable experience had already been gained under the NMCF , 


the preparatory phase was omitted. In 1958, the attack phase was launched 


ees eens eaees cee eee Sees Gerd mene SOUR GREE Stes meee manne mnNT Some Har + tener SNe mee a cies pees lide Gamep atte <ived, ices conc eouie dened Metre ies MRA Wipe uve amnieseen barr nib Canes GNG Upt eieey wary Sint eine nest Gil? seems eqyid NUIT Sates (GamD SURO SiH Goat Malet iss Sign ometsreiutD. mere orem seme woeed miele ten OWES SUEN NRE SOREREE ESS 


(8) D. Clyde, Report on the Control of Malaria during the Sarada Canal Construction 192 


1929, Record Malaria Survey of India, 2, 19351, pp.49- 1103; R.A. While, Sr., “Malaria a 
Delhi-Its incidence and causation", Record Malarial Survey (India), 1, 1950, pp.291-355. 


(9) Government of India, Health Survey and Development Committee (Bhore Committee): Report 


(10) A. Noguer, “Malaria - Cause for Alarm", Worl 


Vol.I, (New Delhi: Manager of Publications, 1944). 


Health, April 1978. 


(11) World Health Organisation, ECM-IV Report, Technical Report Series No.123, (Geneva:WHO 


(1 


1957)3 WHO, ECM, VII Report, Technical Report Series No.205 , (Geneva: WHO, 1964); WHO 
ECM-X Report Technical Report Series No. 272, (Geneva: WHO, 1944). 


2) GOI Directorate Genera! of Health Services, Manual of Malaria Eradication Operation, (Ne 
Delhi: Ministry of Health, 19356). 


3) Dr. V.N. Rao, Written Communication dated 3rd December 1984. 
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ts ulation of one million. 
S, lishment of 230 units covering a pop ee 
with. the a. inq year another 140 units came into existence. DDT 
«14> ifeene. FOssowing Ye iod: the duration of 
spraying operations were carried out in this periods ‘ 
spraying varied according to the endimicity of the disease in that area, so 


that entry into the consolidation phase was staggered. 


The decision to interrupt the spraying operation and enter into the 
consolidation phase was based on the appraisal of the operation by an 
independent. team of experts. cag For evaluation purposes, certain 
technical and administrative criteria, such as epidemiological conditions, 
adequacy of case detection machinery and the availability of general health 
services, defined by the WHO. were used. A similar procedure was to be 
adopted before a Unit was allowed to enter the maintainance phase. 


The NMEF was the largest of the Eradication/Control programmes. 
The programme produced spectacular results. The number of malaria cases 
decreased from the 1947 estimate of 75 million per year to less than 0.1 
million, and annual mortality fell from the original 9.8 million to almost — 
zero. Less. than a lakh of cases were reported in 1965, and malaria was 
considered to be on the point of eradication. cae» 


However the programme suffered serious setbacks, mainly in Madhya 
Fradesh, Gujarat and parts of Rajasthan and Uttar Fradesh. The entire 
epidemiological trend was reversed in 1964, when the incidence of malaria — 
cases rose from 100,000 cases annually between 1963-65, to 1,49,102 caseg. 
There was a sustained increase thereafter reaching a climax in 1971, and 
frem 1974 onwards deaths due to malaria once again began to be reported 
(See Table [1).. The subsequent years show a steady decline. eaz> According — 
to Banerji, "The fact that the number of deaths continued to increase even 
after case incidence notes declined mich below the 1971 rate indicates a 
grave aspect of the problems the large number of cases due to F. Falciparum 
and the growing resistance of the parasites to antimalarials". Cre» 
The extent of resurgence has been the largest in Gujarat, Haryana, Orissa, 
Punjab, Uttar Fradesh, Maharashtra, Karnataka, Madhya Pradesh and the union — 
territory of Delhi, while Orissa and. the north-eastern states have accounted 
fea number of One ee deaths, (Table 1. However areas in 
Erala, ba adu, West Hengal and Bihar are mo longer malaria endemic. 


StF OE coves ante remee aaiat see eyned Bene Genet Gieus SECS mseen poste run Neves Actne SURES Stet H9EED funte etwas GEOWO SEEDY oyes onaey BEANE boner GEES Genty ented GOee eetus Tas 
OTe Seek mebs mene Sete meres ees mets mewee emtbs anaes Geert Soe met ee 
“ Te cones Keees ome neaee 
Sette aeons ateet evece pater mmmet opnee conte Srees Sehie Gente miner 


(14) P.K. Dutta, @ Study of Factors Responsible for Set-back of Nationa] Malaria Eradication 


Programme at Unit Level in Gur aon District, (New Delhi: Ph.D Thesis submitted to JNU, 


1980) 70.9. 


(15) Government of India, Report of the . : 
} special : ; 
the Maintainance oh (Cn committee on the Preparation of the NMEP into 


tiie eee adha Committee), (New Delhi: Ministry of Health & Family 


(16) Dutta, 1980, p-103; M. Dutta & VP, 


; Bhasin, Communicable Diseases P idity 
Mortality in India, (New Delhi: CBHI, DGHS, MOHFW, 1979), p.8 et ae 


(17) 6 
Me atigeee ot ae set ee General of Health Services, Pocket Book of Health 
OOO ew Delhi: Central Bureau of Health Intelligence, 1982), 


18) D. Banerji, Health and Fami] 
Bs 66, y amily Planning Services in India, (New Delhi: Lok Paksh, 1985), 
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“Table II s TREND OF MALARIA INCIDENCE IN INDIA - 1961-1983 


RY nn te ee ee ne ee ee SE Oe ee EE Se SE OR TO SY OT cc Ae Sh Sr oth en Se 
SO es ee ne See ee Che NE RE SE EE RR Ae OR Se REE ST I FS mee 
ee isinininionieaenel 


YEAR INCIDENCE DEATHS ANNUAL PARASITE AVERAGE BLOOD 
INDEX (API) EXAMINATION RATE 

E (ABER) 
1961 49,151 - @.1% 3.50 
1962 59,575 ~ @.14 6.43 
1963 3,07, 206 - Q. 20 9.08 
1964 1,12,742 - . 25 9.77 
19655 99,667 - @.22 8.71 
1964 1,48,@12 - 2.3 8.37 
1967 2,78,214 - @.57 8.26 
1968 2,74,634 - 0.55 8.36 
1969 %,47,975 ~ @.68 8.14 
197@ &,94,@17 ~ 1.32 Fatt 
1971 13,22,398 ~ 2.47 7.56 
1972 14,28,649 ~ 2.61 Vet? 
1973 19,380,273 - 5.46 7.59 
1974 31,467,658 = 5.59 7.86 
1975 51,66,142 99 9.18 9.12 
1976 64,67,215 59 11.25 8.89 
1977 47,428,900 55 7.56 9.14 
1978 41,44,3985 74 6.53 @.22 
1979 30,64 ,697 196 N.A. N. A. 
1980 28,976,000 207 | 4.6 N.A. 
1981 26,79,795 172 N.A. N.A. 
1982 21,82, 303 187 N.A. , N.A. 


1983 i9,41,149 i 178 
(Provisional) ; 
Sources : (Columms 1 and 2): GOI, DGHS, CBHI, Health Statistics of 
India 19784, (New Delhi: Ministry of Health and Family 
Welfare, 1984), p.1735. 


The failure of the NMEFP was examined and analysed by various 
committees, viz, the Madhok committee in 19467, the First Indepth Evaluation 
Committee (1978), the Consultative Committees of Experts (1974) and the 
Second Indepth Evaluation Committee (1974). cae, These committees listed the 
following resons for the failure af the programme: 


1) Shortage and untimely supply of materials, including equipment and 
insecticide. 

Sa Shortage of manpower and staff. 

3) Development of insecticidal resistance by vectors. 


: ee seme eens Senet eens samt Manes Gene cenme memes samen , mene coms tues saves tants axuse teres conte cote ceoen coven Sees CURED GINED SELOP HORED 
Be csoge ewe coves cove comes sme mismnupsbs Seubt ousts (pater Gam sanes ese uote G0se8 Eure 'nanee —eers env nse <Pue> wine? Cua 07S” grec Coat canes curs Sees Sante somes SEDO Gomes Gems ERED apse mbes Saba Onin SAPO CERES taney rere Gone omETY “ . 


9) Government of India, Report of the Special! Committee Constituted to Review the Working of 
the NMEP and to Recommend Measures for Improvement (Madhok Committee), (New Delhi: 
MOHFW, 1970); GOI, Report of the First Indepth Evaluation of NMEP of India (Chairman Tf. 
Ramachandra Rao), (New Delhi: Ministry of Health & Family Planning, 1978); GOI, Report of 
Consultative Committee of Experts to Determine Alternative Strategies Under NMEP (Rao 
Committee), (New Delhi: Ministry of Health and Family Planning, 1974); GOL, Report of the 
Second Indepth Evaluation of NMEP in India, (New Delhi: Ministry of Health and Faaily 
Planning, 1974). 
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arts of India. 


-@ istance in certain p f 
4) Emergence of drug resista ‘lads, foreste.) aa 


5) Operational problems due to poor communication, 

h trrerain. . 

(6) ts atta mudplastering or lime — washing of houses immediately after 
spray, due to religious or cultural reasons.. 


7) Movement of population. 
A revised strategy, the ‘Modified Flan .of Operation’ for Malaria 
Control (MFO) was launched in April 1977, basea on the recommend...ions of 
the 1974 committees. Its major objectives were: 
(1) To prevent deaths and reduce the period of morbidity due to 


malaria. . a 
C216 maintain industrial and = farm production by undertaking 


intensive anti~malarial measures in such areas. 
(2) To consolidate the past achievements. The objective now was not 


eradication but control of malaria. 


The major practices adopted inclue: cz@> 


(1) The regular residual insecticidal sprayirig with appropriate. 
insecticides in areas with annual parasitic incidence (APT) of 2 Gig 
More § . | J 

(2) full surveillance, including local spraying in areas with less than 2 
AFI; 

(3) a special campaign for the control of F. Falciparum in the  north=9 
eastern region. Eighteen districts have been chosen and control 


programmes have been intensified with the assistance of WHO &® SIDA. 
More districts of Orissa, Bihar, Madhya Fradesh & West Bengal have 
been covered under the project since November 1978: <ai> 7 

(4) Froavision of adequate quantities of the appropriate insecticides and 
anti-malarials to the States. Over 200,008 Drug Distribution Centres. 
(DDC$) and Fever Treatment Depots (FTDs) were planned to be managed by. 
voluntary organisations: : 

(3) a step-up in research effort. 72 Zonal Teams have been’ set up for 
undertaking continuous studies on entomological and epidemiological 
aspects, ; 


In the Sixth Flan (1982-85), Rs. 400 crores, or 76% of the emisting 
health budget for the control of communicable disease, has been earmarked 
for ‘Malaria alone. «22, Yet the fever continues to take its toll of 
Victims. In 1981 over 26 lakh cases were reported, as against 14 lakhs ten — 


years #90. (See Table Ill forthe statewise trend iti 4 
- = 2 5 ey) oH Of positive malar ; 
ae 1977, 1981 » 1982 and 198°) ; .P ; laria cases | 


Apart from technical and operational problems such as vector resistance 


Reo et aaa insecticides and the rising cost of petroleum based 
ener ine Hes the inadequacies in the health care delivery system has also 
i & Signiticantly to the set back. in malaria eradication. An 


SHeeREy Study of the NMEP at unit level in one district demonstrated that — 


ene eee eanet Ceee Sent Monee tae seem eres 
wet rene SACS ROG. taee eee Fines semes weet wwe sedes 
—nts Mane SOEs WOR Rome AmOeD AOE eeeed omer Se 
Se eee Senet sees ae 


(20) Government of India, Plann; Cams a 
Planning Efekission, 19611 oa The Sixth Five Year Plan 1980-85, (New Delhi : 


PS TRE Sere’ copay eevee cnene chess SONS motes Sun} Gree couse manor eesey sane 
“= “at OER SLE SPE BENS EeenE GoenY eUERE Seney rant SOEKS GGG Shere SENSE GENES GureD Gomes puted cane ME 


(21) Dutta and Bhasin, 1979, pp. 8-9, 


22) GOI, Planning Commission, 19at, p.378; GOI, DGHS, Health S 


Delhi: Ministry of Health and Family Welfare, 1982) ; pets of India 1981 (New 
fly . i 
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ability on the part of the concerned » personne, 
played a large part if its failure. ca> fit, je a eer a 
other factors, adequate attention had not been pal - Dptheg: ais “a 
health services system — the so called health i began ict e ——- 
to carry on the malaria surveillance work effective Beane | is —- 
This was responsible for a series of setbacks in the , re 4 9 a 
reversion, at a& Very considerable COST, oF larqe —a | ° 
maintainance phase population ta consolidation or BL RACK phases . (24 
Gurveillance, in Malaria parlance, means malaria case deetabencse through th 
collection of blood smears from fever cases 5 the successful radice 
treatment with Chloroquine/Camaquine/Ami doquine of positive cases of malar 
so detected; the institution of remedial measures such as spraying, mass 
blood survey, etc.; and the epidemiological investigation of the case t 
detect the source of infection. c«2s> 


apathy and a lack of account 


In order to reduce the dependence on chemical insecticides, research it 
being undertaken on biological control agents for vector control such as th 
indigenous strain of Bacillus thuringiensis, and HB. Sphaericus - and t 
larvicidal fist, jambusea. 


‘Regearch has been initiated in India to find a way out of vectol 
resistance and rising cost of chemical insecticides. The focus is oO 
developing an effective microbial insecticide. The Vector Control Researc 
Centre (VCRO) in Pondicherry will be conducting field trials on bacillu 
which it had isclated and developed to kill mosquite larvae. It is claime 
that with this new biological method, the expense will be much less than DD 
and Malathion and it will also not cause environmental problems. Tests 
carried out over a period of 2 years indicated that the Indian strain @ 
Bacillus thuringiensis (BT) would be able to kill mosquite larvae within | 
to 24 hours in breeding areas. The Indian strain is called VCRC B-17. TH 
VCRC strain is likely to cost 4 times less and is now awaiting the clearanc 
of the Drug Controller of India". (Dr. V«aN. Rao, written communication 
dated 2rd December 1984), : . 


Wie Strategy of Integrated Vector Control of Larvicidal figh 
jJambusea Malaria, involving the raising of economic production, introductial 
of environmental improvement schemes & involvement of the community, hat 
bean successfully demonstrated in Kheda District of Gujarat, & is bei 

xtended to different regions of the country. Other vector control studie 
are being carried out in areas such as the Koraput district of Orissa, whicl 
have a very high incidence of F.Falciparum malaria with a high proportion o 
resistance to chloroquine. casas : ; 


Pie Seventh Five Year Flan visualises intensification of malarié 
control in urban areas, and an in-depth review of the Modified Plan @ 
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(23) Dutta, 1980, 
4) Banerji, 1985, p.100, 


29) Government of Mahar anc . 
1970), . 7 ashtra, Manual of Frimary Health Centre (Nagpur: Government Press 


' 


6) Indian Council of Medical Research, Summar 


Hiohlia ina Tey . 
the year 1984-87 (New Delhi, FCWR, 1906), ighlighting ICMR Research Activities Duri 


pp. 23-26; 
7) GOI, Planning Commission, 1985, re eae 
Se 


B. TUBERCULOSIS 
The intial Tuberculosis control programme initiated after Independence, 
was based on mass BCG vaccination campaigns, using vaccine from the RBCG 


laboratory at Guindy, Madras. The campaigns, launched in 1981, had two 
major objectives: 


(i) preventing the development of tuberculosis among healthy non-infected 
persons; and 

(ii) detecting affected persons so as to treat them effectively and make 
infectious cases non~-infectious. <«2ze, Between 1955-58, the ICMR conducted 
the first national T.B. sample survey which showed that 1.8% of the 
population above S years of age had X-ray positive disease, same 2.4 per 
eent were infectious cases, and the prevalence was similiar in rural and 
urban areas cas» 


Research undertaken at the Tuberculosis Chemotherapy Centre, Madras, 
established by the ICMR in 1956, revealed that institutional treatment (i.e. 
in sanatoria) was unnecessary for the success of TK Chemotherapy. (@> 
The study was particularly significant in that it was undertaken in the 
poorer, underprivileged segments of the population. «For the underdeveloped 
countries, its results demonstrated that TH control programmes would not be 
too costly to maintain or expand. 


The Centre later developed into the Tuberculosis Research > Centre, and 
was responsible for evolving many inexpensive, effective and practicable 


methods of treatment for THR patients. Invaluable knowledge of the. 
principles of Chemotherapy and of the bacteriology of tuberculosis is the 
result of the investigations of this centre (M.D. Gupte, written 


communication). 


The National Tuberculosis Institute (NTI) was opened at Banglore in 
1958, with the objectives of mapping out an acceptable TB control programme, 
training of medical and paramedical workers and fostering research. In 
1962 the National Tuberculosis Froagramme (NTF) was formulated. Intensive 
field investigations in rural and urban areas led to the formulation of the 
District TH programme (DTF) which forms the functioning unit of the NTF. The 
District Tuberculosis Officer is in overall charge of the programme in the 
district, and is assisted by a team comprising a laboratory technician, an 
x-ray technician, a treatment organizer and a statistical assistant. Al) 
undergo. training at the National Tuberculosis Institute. The function of 
the District THK Centre is to organize = and supervise the case-finding and 

treatment activity in all rural and urban health institutions. 


In order to make the programme more effective and accessible, the 
programme has been modified ta include village health guides. The health 
‘workers (both male and female) are expected to identify chest symptomatics 


—— ee et ee Se ee em ee ee — oe ee tate 
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2B) M. Dutta and V.P. Bhasin, Communicable Diseases - Pattern of Morbidity and Mortality 11 
India, (New Delhi: CBHI, 1979). 


(29) Indian Council of Medical Research: (ICMR), Tuberculosis in India - A Sample Survey 1955- 
54, (Special Report Series No.34), (New Delhi: ICMR, 1957). 


(30) Tuberculosis Chemotherapy Centre (Madras), "A Concurrent Comparison of Home ant 
Sanitorium Treatment of Pulmonary Tuberculosis in India", Bulletin World Healt 


Organization, Vol.29, 1957, ae 
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in 
responsible tor 


District TR centres and 44 beds had been 


he State-wise ; ee es cee : : a 
anti 74 million people had been tuberculin — tested and 238.21 million peop 


25 : ee 
vaceataees with BCG since the inception of the campaign in the First plan. 


€ S08 > 


tuberculosis, 5; i oe ] 
deaths occur annually, most of them in children below 15 years. Tf 


incidence rate of infection is 0.8 per cent in the @-4 year age Groups; l. 
percent in the 5.9 age groups and 2 percent in the 10-14 age group. cs» 


District of Tamil Nadu found, that the BCG vaccine had no protectiy 
efficiacy at the end of 7 1/2 years. cexs>» However the WHO Study Group ¢ 
BCG vaccination policies recommended its continuation for infants an 
children as it played a role in the prevention of severe forms af childhog 
TR. «saa, It recommended a combination of case finding and chemotherapy 4 
the best method of treatment. cs 7)» 


general community health structure in order to increase the rate of earl 
case finding. <7 this has been attempted in the National TR contra 
Frogramnme. : 


understand the current mature of the disease, and for field operation 
research to develop effective methods for the early detection of cases an 


for regular and continuous treatment, according to the ICMR/ICSSR Study 
Group. *>"* 


137) 


3B) 


(39) 


there are about 1@ million patients in India with x-ray positive pulmonar 


ve illaqe and refer them = for sputum examination. They are al 
the vi- - motivating the patients regarding regular treatment. ¢sa> 


3 


i a3 losis Clinics 
732 7 TR demonstration centres, 353 Tubercu : e2 
il : established. ess, (See Table IV #¢ 


distribution of these institutions). By December 197 


According to the estimates of the Director General of Health Service: 


a quarter (2.5 million) ef them infectious. Somer 00 , OG 


& major study conducted by the WHO through the ICMR in the Chinglepe 


7 


The WHO had recommended the integration of the TE programme into th 


There iS an urgent need for indepth epidemiological studies 


National Tuberculosis Institute, Defeat TB Now & Forever, (New Delhi: Directora 
General of Health Services, 1985), pp 15-16 | 


GOI, DGHS, 1983, p.120. | 4 


Dutta and Bhasin, FUT 5 Ps tas 


"A Profile of Common Diseases in India:, Future, 13, Winter, 1984-85, p.43. 


WHO, “Tuberculosis Prevention Trial", WHO Bulletin, 57, 1979, p.819, 


WHO, BCG Vaccination Policies: Report | 

: f a 

No.652, (Geneva: WHO, 1988). of A WHO Study Grou , Technical Report Seri 

WHO, Report of a Joint IVAI/WHO Stud 6 
ace Se ro - : ; 

Series No. 671, (Geneva, WHO, 1982). : tuberculosis Control, Technical Repof 


WHO Expert Committee on TR a . 
1974). IX Report, Technical Report Series No.552, (Geneva: Wh 


OMUTESSE, Health for All = Ap Glternative Strategy. (en BENE, ICMR/ICSSR, 1981) 
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Developments in Chemother apy: 


' che NTF treptomycin (S), isoniazid (Iso- 

srimary druqas in the NIF are & 7 : 
oe La hydrazide or INH) and FAS (Para-ami ng salicytic a or 
ene etarune (T). The drug reqimen consists of an initial intensive phase 
Be eee - three months with the above three drugs followed by 16 makin of 


daily use of isoniazid and FAS or Thiacetazone. 


With the appearance of Rifampicin (R) in 1970, it became clear ihe 
duration of the treatment could be shortened to Six to nine mon ee 
Rifamycin is the mast powerful TR drug & in combination with INH, — — ey 
of sterilizing the tubercular lesion = of al bacteria completly Xe utes Yo 
The main drawback of this drug is its prohibitive cost, yet this appears to 
be balanced by the possibility of a shorter duration of treatment which will” 
help to avercome the problem of drug defaulting by patients os single 
most important cause of failure of chemotherapy in the NTF. cam The 
Tuberculosis Research Centre (TRC), Madras, has undertaken field studies to 
introduce and evaluate shortcourse Chemotherapy for TH in 18 districts in 
India. The TRC is also investigating intermittent regimens and conducting 
studies on patient compliance. <¢aara> 


C. FILARIASIS 


“About 14 million persons in India have filiariagis, while some 18. 
million are micro-filaria carriers. ca» 


In 1965, there were 25 million people at risk from filaria. By 1977, an 
estimated 304 million people were living in endemic areas, «as, of which 627 
million were in urban areas. Uttar Fradesh, Eihar, Andhra Pradesh, Tamil 
Nadu and West Hengal are states with a high number of population at risk. — 
The increasing magnitude of the problem can be gauged from a comparison with 
the 1971 figure of 8 million filiarisis patients. «aa The disease, 


considered chiefly as an urban phenomenon, has been observed to be spreading - 
to rural areas as well. 


The Indian Council of Medical Research (ICMR) had in 1950, initiated 
methods for the control of ftilarias based on synthetic insecticides and the 
drug hetrazan. In 1905 the - National Filaria Control Frogramme  (NECF) was - 


launched; its objective was to break the transmission of infection through: — 
(i) mass drug administrations . 


(ii) antiv-larval measures; and 


(121) measures against adult moOsgQuitoes, as in the malaria control 
Programme. cass» 


At present Diethylcarbamazine citrate (DEC-C) 


is the drug of choice in 
the treatment of all forms of filariases,. 


Uptill 1978, 16 States/union— 
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(40) M.0. Deshmukh, “Pulmonary Tuberculosis", in S.J. Shah (ed), API Textbook of Medicine, 
Fourth Edition, (Bombay: Association of Physicians of India, 1986), pp.382-303. 
(41) Indian Council of Medical Research, 1986, Pp. 12-13. 


(42) Dutta and Bhasin, 1979. 


(43) Future, 1984-85, p.43, 


(44) P.N. Waki, “Forward”, in ICMR, Assessment of Nati iliari ; 
onal ; 
1961-70, (New Delhi: ICMR, 1971). Filiaria Control Programme (India) 


(45) Banerji, 1985, p.124. 
eh 
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territories had been covered by the NFCP. 173 Filaria control units mainly 
in urban areas, and 22 Filaria Survey Units had been aatanka kien: | The 
former undertakes recurrent anti-larval measures with mosquito larval Oil 

and the latter serves to delineate the extent of the problem in Seiaiicveyad 
areas and states with certain filariometric indices. [he population covered 
by each control unit varies from 22,008 to 2@ lakhs and above. A total of 
24 million people had been pratected by NFCF by December 1781 (See Table 
™M). However, in terms of providing protection to the total population at 
risk, the programme does not seem to have achieved much SUCCeSS. 


Table V 1 POPULATION PROTECTED AND THE SET UP ON 31ST DECEMBER 19785 


eet ame Ae cee oe Smee 


seecnce<s eae emmerement pone * nee meee + 
Ja veeee ee sans eemeannan 4448 San tame # REE ROOD: 898 hemmnne heen: 


SL. STATE/UT FOFPULAT ION SET UF AS ON 31.12.1983 

NO. FROTECTED we ee ee ee ee et ce se ems me my mm mmm men em a 

FILARTA H.O. SURVEY  FILARIA 

(million) CONTROL. BUREAU UNITS CLINICS 

UNITS 

- Andhra Pradesh wets “4 1 a 4 
ne ASSAM 0.19 1 “ 1 ~ 
o. Bihar 3. u4 rs 1 z 8 
4. Gujarat Oe 8 1 4 4 
5. Karnataka @.61 & 1 i Zz 
pa. Kerala 2.89 ; 17 1 =e & 
7. Madhya Fradesh @.44 i 4 1 > 7 
S. Maharashtra Bes La 1 se S 
Pa Orissa 1.10 14 1 2 18 
410. Tamil Nadu — ne 19 1 1 4 
ma. Uttar Pradesh . 4.92 22 1 2 1 
12. West Bengal 1.9 12 1 4 1 
AS A ® N Islands @.W46 1 - ~ 1 
14. Goa, Daman &% Div @. 20 & 1 = 8 
iS. Lakshadweep @. G4 1 - _ —_ 
16. Fondicherry 0. 32 2 = - < 
Total 32.39 178 iz oo 123 
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Source : GOI, DGHS, CBHI), 1984, 


The ICMR evaluation of the NECF in 1960, identified the main hurdles to 
the successful implementation of the programme as —- (a) shortage in the 
supply of larvicidal oil; and (tm) inadequacy of staff and consequent 
inadequate supervision. Due to the breakdown in antilarval operations, the 
mosquito density indices shot up considerably, thus undoing the work of 
years oft spraying. The programme was carried out mechanically, without any 
periodical assessments or variations to suit the lecal conditions. fhere 
was a lack af co-ordination among organizations such as the public health 
departments, the railways and the local bodies. 


The Expert Committee af the ICMR again assessed the NFCF in to Zils 
Among the 67 units studied in 14 different States and Union territories, 
only 22 were rated as having performed well, and not a single unit had an 
adequate staffing pattern. 644? 


i os en as ot oo ie ee eS 


(46) Indian Council of Medical Research, Assessment of the NFCP_ (India) 1961-70, 
Report Series No.1@, (New Delhi: ICHR, 1971) 


(47) GOI, Planning Commission, 1981, 


by filariasis ee ee er ati ca pe 
Ta) f population from endemic areas, rural we an la our 
a Behe promoted by large dams & adbnditeids CA. 
Rural Filaria Control Frojects have been started on an ae Atopy: 
for the detection and treatment of micro~filaria age oa me ( a 
district of AF, Bulsar district of Gujarat and Jaunpur Sie ae a 
Sixth Five Year Flan decided to integrate Malaria *) = 1 oe ree a 
measures into a composite programme for the maximum Uti) teers On of availa 
resources and effective implementation in urban areas. car 


the geographical area affected 


D LEPROSY 


According to the 19681 census, about ADB million people are living in 
hyper endemic zones of leprosy & run the risk of infection. Projected on 
the basis of the 1981 census population, there are an estimated 4.2 million 
leprosy patients in India at an average prevalence rate of 3.77 per 1@0@ 
population. cam» Same 25 per cent of the total cases have deformities oF 
varying degrees, 2@ per cent are children below the age of 15 years and 15- 
209 per cent are infections. Nearly half the total cases are concentraed in 
the states of Tamil Nadu (7.335 lakhs) and Andhra Fradesh (6.28 lakhs). 

These along with West Hengal, Bihar, Maharashtra, Orissa and Uttar Pradesh, 
account for 91.5 per cent of the cases in India. (Table VI). 


About 4 lakh new cases develop annually and about 3. lakh cases are 
eliminated either due to cure or death. cass : 


Vhe National Leprosy Contral Programme (NLCF) was launched in 1954-55 
during the last year of the First Five Year Plan. Survey, Education and 
Treatment has been the basis of NLCP. The programme aimed at —- 
(i) Detection of all cases, especially those of the infectious type, at as 

early a stage as possible. 
(11) Frovision of treatment facilities to all patients so detected, and 
(iii) Health education to create a favourable atmosphere, which would help 
both in case detection and case holding programmes. 


\ 


’ 
: 
| 
| 
. 
CI@> 
: 

The objective is to reduce the prevalence rate to less than one case 
per 1000 population, and to ultimately rid the country of the disease. 


In the first three plan periods, the programme was only partially. 


sponsered by the Centre. During this period the Leprosy Control Units (LCU) 
were established in areas having a prevalence rate of 1@ per 1000 population 
and above. Each unit covers a Population ranging between 2 to 4 lakhs in. 
rural areas. Alsa established were Survey, Education and Treatment (SET) 


Centres, generally in rural areas having & prevalence rate of less than 10° 
per 1000. These centres inte 


grated leprosy work with that of - other health 
ee ee Such as the Frimary Health Centre (FHC), and give services to 
20, OL Population through a trained paramedical worker designated as a 


"Leprosy Technician". (a> 
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(48) GOI, MOHFW, 1985, p. 354. 


(49) Indian Council of 


Medical Research, 


states Report on Leprosy, (New Delhi: ICMR, 1981), 


(58) Government of Maharashtra, Report of the § 
Government Central Press, 1982). 7 tudy Team on Leprosy Maharashtra State (Bombay: 


1) Ibid, p.9. 
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od the coverage was increased and the programme 


i j centrally sponsored scheme. “In the Fifth Plan 
bes ether Bees on cn ished ance the Urban Leprosy Centres (ULC), 
pos ay eee an urban papulation of 3M to 5 thousand; Temporary Hospitalisation: 
Wards (2@ beds) attached to District or Medical College ekg 
Reconstructive Surgery Units, providing: services for the core ‘= 
deformities, attached to District/Medical | Colleges; Leprasy raining 


Centres, etc. cea 


In the Fourth Plan Feri 


Ry October 1984, under the NLCF 398 Leprosy Control Units, 6985 SET 
Centres, 661 Urban Leprosy Centres (ULC), 259 Temporary Hospitalisation 
Wards,. and 42 Voluntary SET Centres had been established, covering a total 
population of about S51 million in. the leprosy endemic areas. Out of the 
estimated total number of 4.2 million cases, about 3.19 million had been 


detected, and of these 2.99 million were under treatment. cam 


The Government of India constituted a Warking Group on the Eradication 
The Report of the Working Group rejects the ‘more-of- 


of Leprosy in 19781. 
and makes the following recommendations: cea. 


the-same’ approach, 


1. Constitution of a National Leprosy Control Commission (NLCC) for 

. policy guidance & surveillance of the NLCF, and National Leprosy 
Eradication Hoard responsible for implementation. Similar bodies to be 
constituted in the states. * 

Ze Retention of the verticle structure of the programme and administrative 
and technical strengthening of the leprosy cells at the Central, State 
and district levels. 


Se A, Systematic case detection campaign and bringing of all cases under 
treatment in high endemic districts. Supplementing the single -— drug 
(dapsone) therapy with a multi-drug (rifampicin, clofazimine etc.) 
therapy for infectious cases. Speedy implementation of the on-going 
Sixth Flan Leprosy Control Frogramme to provide the necessary 
infrastructure. 


4, Creation of a special sub-cadre for leprosy service in the State health 
services to attract and retain doctors. 3 ; 


Lom . . " ‘ . | 
we Strengthening of Voluntary Institutions and timely release of grant 
eds Its employees to be paid salaries on par with Government 
workers. 4 


6. egos of the recommendations of the Mukhopadhyay Committee of 
the edica Cougeaik at India regardin teachin le 3 

a = ra te 

undergraduate medical students. : ; ee 


as eae af the shortage af medical officers, posting senior paramedical 
=: ae officers-in-charge of control units, after receiving af 
tensive le-month training in basic community and general medicine. 


eee eeene sone aes Mabon Faten hewet antes ame eens sneee tse (bad toa 
esos ene Srene meee Seney Mey Mee Heme meset ete chet — ‘eupad bares ouabe! = 
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(52) Ibid, pp. 9-19. 


(53) GOI, MOHFW, 1985, pp. 36-37. 


(54) Government of India, Report of the Worki : 
Kin : 
Delhi : MOHFW, 1982), pp. 54-56, Sroup_on The Eradication of Leprosy, (N 
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Repeal otf the Indian Leper’s Act (1898). 


Launching of a mass education campaign on the facts about leprosy in 
order to remove wrong beliefs & social stigma. 


Priority to research eftorts in vital areas, eg. methods for early 
Giagnosis, identification of high-risk individuals, in vitro culture of 
the leprosy bacillus, development of newer drugs = and immunomodul ators, 
- development and testing of anti-~leprosy vaccine etc. Existing research 
Ss institutes and facilities to be strengthened. 


41. At the centre, the Director of Leprosy Control should be of the rank of 
¥ Deputy Director General of Health Services, and in the states of Deputy 
a Director of Health Services. The leprosy control staff in the districts 
- may be placed under the direct administrative control and discipline of 
the State Leprosy Officer. 


12. The National Leprosy Eradication Hoard should go into the detati« of the 
= funds needed for an expanding programe. 


13. Setting-up of a National Consortium to co-ordinate the activities of all 
voluntary organizations. 


«14, The Lok.Sabha, Rajya Sabha & State Legislature should pass resolutions 
; endorsing eradication of leprosy by the end of the century as a national 
a 

* goal. 


AS. Efforts should be made for India. to become self-sufficent in = anti- 
leprosy drugs. ‘ 


16. Rehabilitation of leprosy victims must form an integral part of leprosy 
control. 


17. Cash and other incentives to patients for prompt and regular drug 
consumption. 


“18. Children of leprosy patients should receive priority attention under the 
Integrated Child Development. Services. 


19. Screening of pre-school children and youth through "Skin Camps" on a 
regular basis. 


During the Sixth Flan period, the objective = of the programme was to 
attain a 5S@ per cent reduction in prevalence rate, infection rate & 
deformities rate. The programme was converted into a National Leprosy 
Eradication Frogramme with a total outlay of Rs. 4000 lakhs for the 1988-85 

| period. However the target of 90 per cent coverage of all endemic areas and 

detection of patients remains unfulfilled. com> The Seventh Flan (1985-89) 
merely reiterates the need ta consolidate the earlier gains through more 
effective utilisation of the infrastructure, introduction of modern 

technology, health education, community participation and enlisting the aid 
of voluntary organizations. co 
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(55) GOI, 1985, p.271. 


(56) Ibid, p.275. 
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REATMENT 


Dapsone (DDS) is the druq of choice in the chemotherapy of iP an an 
the Nece has been based on dapsone monotherapy. However due o 


iste j : M. Leprae and the problem gq 
2 sone resistant strains of M oe 
canal at Pa shce, the WHO in 1981 recommended the use of mul ti-dre 


therapeutic regimens. cs7> 


The NLEF continues to rely on Dapsone non due to Mes 
constraints arising from the higher cost of the multi-drug ee ey ae 
shortage of drugs. Ihe short-term multi-drug therapy based an a com pe 0 
at rifamipicin, clofazimine and dapsone has been introduced in a tota ; 
15 endemic districts, and 3.2 lakh leprosy cases are covered by it. <«se> , 
with tuberculosis chemotherapy, a major problem in the success of th 
leprosy programme has been drug defaulting. 


3. NON-COMMUNICABLE DISEASES 


A. Cardiovascular Diseases (CVD). 

In the developed countries, 40 per cent of all deaths in the middle 
aged population is due to cardiovascular diseases (CVD). In India, th 
available data suggests that mortality due to CVD is increasing; 
accounted for 7.8 per cent of all deaths in 1961 and this rose to 9. 
percent in 1981. eae, 


(i) Rheumatic Fever (Re) & Rheumatic Heart Disease (RHD) are the majo 
problems among the CVD in India, and the major cardiac problem in childhood 
School Surveys undertaken by the ICMR (1982-83) report a prevalence rate o 
Six RHD cases per 1000 population among school-going children between S ey 
15 years of age. About two million Indian Children (5-15 years) suffer fra 
Re and RHD <eo,. The causative factor is streptococcal injection for whic 
the effective treatment is a course of e-weekly insection of Fengcillin.. 


Strategies for the prevention & control of RHD & RE at the communit 
and school levels are being tested out by the ICMR. The multi-purpos 
health workers (MFWs) are trained to detect sore-throats, and by way o 
primary prophylaxis, to treat it with penicillin injection. Cases o 
recurrent sore throat and pain in the joints, are referred ta the primar 
health centre (FHC). The Medical Officer (MO) is responsible for diagnosi! 


Of RE-RHD. The secandary prophylaxis is undertaken by the MFWs. Schoa, 
health services, school health doctors & 


os & school teachers are also bein 
mobilised to detect & refer sore throats. (@a> 3 : a 


(roe Om HOES Nhe SeRne ams Same RO SOREL <OESE LeLed semen woot cenes stuns poise ve. 


(57) WHO, 
1982), 


Met 10884 Hones eoen semte apee Shete teen ames sees 


(58) GOI, MOHFW, Annual Report 1985-86, (New Delhi: MOHFW, 1986). 


pel Governsant of lndia, National Leprosy Eradication Programme, Operational quidelines 6 


case detection, t - . 
eer reatment, follow-up & reporting forms (New Delhi: DGHS, MOHFW, 19857 


(60) Indian Council of Medical Research Divisi 
. ion of Nonco i 
Diseases, (New Delhi: ICMR, 1986(a)), ae, mmunicable Diseases, Cardiovasculé 


(61) "A Profile of Common Diseases in India", Future, 13 Winter, 1984-85, p.43 
3 * « 
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(ii) Coronary Heart Disease (CHD), Hypertension, Stroke and Heart Failure 
are important emerging problems in India. In the developed countries 3/4 of 
‘all deaths due to CVD result from CHD. However there is hardly any data on 
the prevalence & incidence of CHD from developing countries. In India, two 
community based surveys on CHD provide some estimates. The prevalence rate 
‘of CHD in the Chandigarh urban population was estimated at 66 per 1000 
population (32 years and above). coanr The rural community study in Haryana 
reported a prevalence rate of 36.4 per 1000 population (38 years and 
above). cas It is estimated that 10 to’ 30 per cent of the Indian population 
aged over 40 years has hypertension. ca#a» 


; The lack of information on the magnitude of this problem in India. and 
the role of risk factors has led to ICMR ’s participation in a Collaborative 
Study on Coronary Prone Behaviour & Coronary Heart Diseases (initiated from 
April oo 1986). The prevalence & contributory risk factors need to be 
Studied on different segments of the population which vary in their dietary 
habits and eocLioO-ecanomic backgrounds. cars» 

B. CANCER 

| Every year some 4.5 lakhs new cancer Cases (200,200 male and 250,000 
female cases) are detected in India. According to the National Cancer 
Registry (NCR), the estimated prevalence is 1.5 million cases, with 1.7 
lakhs (92,000 male & 77,000 female) deaths per year. cae> The crude cancer 
incidence rates for three years (1982-84) in the three cities of Bangalore, 
Bombay and Madras were as follows? caz> 


Crude Cancer Incidence Rates (1982-684) 
Males Females 
(per 120,000) (per 100,022) 
ROMBAY 62.9 79.0 
BANGALORE 58.98 65.2 
MADRAS S7ee 81.@ 


Tobacco-related cancers of the oral cavity, lung & o@sophagus are the 
main cancer problems in males. In females the cancer of uterine cervix and 
breast followed by tobacco-related cancers predominate, Leukemia is the 
main cancer problem in childhood. 


Ts cn eas A EE Se ee eer ae ren ae an a Oe SR ae On me om aoewe qreet coves ctvcs cused comms Saest GRU Gits Cumts quee euros uete omer cones cubes cater conan Goent cape anes wanes Conwy Sumer Sent 


(62) J.M. Berry & S.G. Sarvotham, Prevalence of CHD in an urban population in Northern India 
Circulation, 1968. Cited in ICMR, 1986, p.185. 


(63) S.P. Gupta, B.D. Dewan & K.C. Malhotra, "Epidemiological Study of CHD in a rural 
community in Haryana~, Indian Heart Journal, 26, 1974. See Ibid,, p- 183. 


(64) Future, 17 winter, 1985-84, p. 45. 


(65) ICMR, 1986(a). 


(66) Personal Communication (1987) from Mr. B.B. Yeole, Co-ordinating Officer, Bombay Cancer 


Registery. 
(67) ICMR, Division of Non-communicable Diseases, QOncoloay, (New Delhi: ICMR, 1986(a)), pp. 
2-3. 
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DRUGS AND PHARMACEUTICALS 


tL. INTRODUCTION 


| The major health problems in the developing countries arise from 

poverty -and poor environmental conditions. Almost 8@ per cent. of all 
dlinesses in these countries could be prevented by better nutrition, 
Sanitation, immunization and preventive health education. <3, It is anly in 
@ very small area that drugs are really necessary or effective. Yet, 
inspite of the limited role played by drugs in overall health care, their 
production, distribution, purchase and consumption have assumed an 
increasing importance in the health care systems of the developing 
countries. 


The curative-oriented model of health care, fostering dependence on 
drugs and medical technologies, has proved a costly experiment. Developing 
countries are today faced with the paradoxical situation of a flourishing 
drug-mar ket co-existing side-by-side with high morbidity & mortality rates.’ 
@ considerable share of the budget allocations for health is spent on 
curative health care, including the purchase of drugs. In the 
industrialised west, national expenditure on drugs is typically in the 
region of 1@ per cent of the national health budget; in the less developed 
countries, this proportion can rise to anywhere between 2@ to S@ per. cent. 
¢z> According to a 1979 estimate, Bangladesh and Nepal spent 63 per cent 
and 44.3 per cent of their respective health outlays on Grugs. The same 
source put India’s expenditure on drugs as 18.8 per cent of the total health 
expenditure. sa» A more recent estimate puts the share of drugs to about ~ 
20 per cent of health sector expenditures in India. ca, Stoker & Jeffery 
Make the following important observation: 


| ".eeeITt would be misleading to see the low Government budget as 
reflecting a low significance for drugs in official or popular conceptions 
Of how health is maintained or regained. In practice, it is merely that 
drug purchasing has been privatised; Government doctors prescribe drugs 
which have to be purchased from the market; most private practitioners 
charge for the drugs they sell, not for their prescription or for their 
advice. eses »»-Overall, pharmaceuticals are inextricable from health 


services, Government & private". ce» 


| This chapter presents data regarding the pattern of consumption § and 
production of drugs in India. Since availability, prices, efficiacy and 
quality of drugs are influenced by the practices followed by the 
pharmaceutical industry, an analysis of these practices is also presented. 


SOS SSES meets seme ented FeTee BEE GOERS ONE S608 aOmtS Gute Gite GREE SORES GiOeY Seed UME SEEN Lon SOE SE NE Len Ae At NN A A OT A i A TT A Se A A Lh oh A A STF eA Me NE Ree mee! 


1) ISIS International, Women & Health, 3rd International Meeting, (Geneva: ISIS” 
. International, 1981). 


2). R. Duncan & Weler, Profits, Politics and Drugs, (London : Macmillan, 1979). 


$3) +V.T.H. Gunaratne, “Pharmaceuticals, Drug Policies and Health Care", Eirst Bible Memorial 
Lecture, Paradima University Campus (Sri Lanka), February 1979, 


1) MLE. Khan and C. Prasad, Health Financing in India +: a case study of Gujarat & 
Maharashtra, (Baroda : Operations Research Group, 1985); R. Jeffery, “Health Policy in 
India: the role of the Planning Commission", Health Policy & Planning, 1,2, 1984. 


5) A. Stoker & R. Jeffery, "Pharmaceuticals & Health Policy +: An Indian Example", 
(mimeograph, 1986). 
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2. HEALTH ISSUES IN THE PATTERN OF DRUG CONSUMPTION AND PRODUCTION IN INDIA 


The National Frogrammes for the control . OO «alee an 
deficiency disorders are dependent on the easy egies ’ stacan that 
drugs, therapeutics and vaccines. The Sixth ao. a “s } eee 
"Effective measures will be taken for balancing demand & aupy ae hg 7 
% life-saving druqs. Vaccine production units will he streng Be . mer 
the requirements of the country. The pattern .of production/impor ian 
distribution system would be rationalised towards the objective of promo m 
primary health care & to overcome the short supply of inexpensive a7 
infective drugs like Sulphonomides, anti-TB drugs, anti-leprosy drug lik 


Dapsone etc”. ce» - 


The technology and know-how for manufacturing these drugs is well. 
developed in the cauntry. In fact the United Nations Industrial Development 
Organisation (UNIDO) has certified India as having one of the largest & mos 
modern pharmaceutical industry in the developing world. It has categor i se¢ 
the Indian industry as technologically developed enough to be totally self 
reliant (category V), and capable of producing drugs from the basic stages 


C7> 


Yet the coverage of drugs, &% the type of products available, are not if 
keeping with the health needs af the people. 


(1) The Drug Consumption Pattern in India, \ 

Only 20 per cent of the Indian population is estimated to have acces 
to modern drugs. «a, The poor purchasing power of the majority, the need te 
purchase drugs from commercial sources as 80% are manufactured in th 
private sector, the poorly developed public health services and the 
preference for the services of hakims, Vaids and other practitioners of 
indigenous medicine, are sane of the reasons for the low per capite 
consumption of drugs in India. ’ 


However, field studies in rural areas indicate that the utilisation of 
modern allopathic medicine is growing, due to the proliferation of private 
practitioners known as Registered Medical Practitioners (RMF's), and the 
growing demand for western medicine. > Indigenous practitioners aré 
increasingly stacking & prescribing allopathic drugs.cam.. AS pointed out by 


FS SOPH Fram emcee ater bneen meee areas Some} evden beeet bree mvene SeNEe mies: et wees sates comme emnee ouwr meane eaten Omney cumtn abune Gunes Sune etaes Coeby Pebed Gores CiteD Gunes suns> eeeeD 
eT ee ae ane ee Se Sa ee eee et lf a wis st si to ny Su, ses nce ee a oA a ne Nhe tee sch sions nla ous a al ae I at 
See eae STAY eee ete sw, “EePe coche vt Sena Sree cent oven uae ab wren sed atin hein spy coc sans Gnsso aabAeise|oceas coven” Sibhal gcbis| apn) ebsGa Reals) ee 


(6) ne Planning Commission, Sixth Five Year Plan 1980-85, (New Delhi : Planning Commission 
Py 6.372, 7 


! 


(7) United Nations Industria} Development Organisation, Global Study of the 
Industry ~ Unido Report presented in the First Consu 
Industry, Lisbon (Portugal), 1-5 December 1980, 


Pharmaceutica 
Itation Meeting on the Pharmaceutica 


(8) Indian Drug Manufacturers Association, Health in India - 2000 A.D, (Bombay : DMA 1982) 
C. Medawar, Insult or Injur i ane uiry into the sWeebebins b agve tising of Britis 
food _& drug products in the Third World, (London: Social Audit: Ltd., 1979), 9.11330 mm 
oe hire Action Network (AIDAN), & Rational Drug Polic » (New Delhi : VHAL, Mar 

y Pod. ; 


(9) D. Bannerji, “Impact of Rural} Health Servi | F 
ices on the Health B i 
Populations in India: 4 Preliminary Communication" Rib 


Econoni ) 
December 22, 1973, pp. 2261-68, sconomic_& Political Weekly, Vol.é 


(10) See the chapter on Indian Systems of Medicine & Homoepathy in this volume 
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(“Mira Shiva, "With the proliferation of health personnel (trained & 

(untrained), chemist & druggist shops even in remote rural areas, the ‘pill 
culture’ has infiterated wide areas & communities through ‘commercial 
channels’. caa>» ANY increase in per capita cansumptin of drugs is useless, 
perhaps even hazardous, unless it is for the right drugs at the right time, 
at the right costs and with the right information. 


(ii) Skewed Production Pattern 3: Essential vs Non-essential, Irrational & 

Hazardous Drugs. eS: 

A rational pattern of drug production & usage would be based on an 
assessment af the therapeutic requirments arising from the mortality & 
morbidity situation in the country. However the drug market does not appear 
to correspond to the health needs of the majority. According to the retail 
market survey of the Operation Research Group, cam» OUt Of total retail 
gales of Rs.1,177.50 crores of formulations in 1985, the sales of the 

— group of essential drugs were worth Rs. 625.53 crore (53.12%), and that of 
the non-esential drugs were worth Rs. 552.05 crore (46.88%). The share of 
various formulations in the retail market for drugs (1985) was as follows: 


Total Retail Market - Rs. 1,177.58 crore (1007%)* 


Sale % of total 
(Rs.crore) market 
. Systemic Antibiotics 249.02 Ziwitse 
. Vitamins, Tonics, supplements 187.78 13.93 
. Cough & cold, nasal decongestants 35.40 4.7 
» Anti - parastitic 46.78 3.97 
- Analgesic - 44.29 3.476 
» Antacid 38.17 3.64 
. Anti-inflammatory & anti-rheumatic 33.86 4.50 
. Anti_=-/T.8B. 30.39 2.38 
» Enzymes 24.61 2.18 
. Sex hormones 25.61 2.22 


ewes eeces ees Samad GODS) SEED Sette Same SO EE ES CS SE SRS SS eS Se SS eet ee Samer SEE Ste eS Se ONS SRY SRE SO EN SEE SENS GaN SEY ene wee ee ee ee NE EE SE eS Si SO LS A Se A cont Se Ar Ha ST ee 


* Note 3: In 1984-85, the total drug production was worth Rs. 2450 
crores (See Table IX). The Sale figure of Ks. 1177.58 
crores represents only the retail outlet figures for drugs. 
The retail market accounts for some 6@-7@ per cent of the 
sales/consumption of drugs produced in the country, and 
does not reflect the sizeable consumption of drugs in 
public hospitals & dispensaries which have been acquired on 
tenders. 


The figures reveal that non-essential drugs such as vitamin combinations, 
tonics & nutrients occupy the second largest position in terms of sales, 
while the sales of life-saving anti-T.B. drugs are on par with those of 
enzymes & sex hormones. 


Ce i kere a ve in calcein SP aan a er re et ae co ci ma ay wd See Hen ew em em ne me ma ea HE ER 


(11) Mira Shiva, “The Drug Issue and the National Drug Policy : Health, Development & 
Policies", Social Action, Vol.35, No.3, July-September 1985. 


a 


(12) ORG data, cited in Amitava Guha, “Marketing of Medicine (Parasitology for Profit)", Paper 
presented at the All - India Seminar on National Drug Policy, New Delhi, 28-29 April, 
1986; See also Rajya Sabha, Unstarred Question No.563, 29 July ‘85 : according to the 
Department of Chemicals & Fertilisers, the retail trade sales of formulations was Rs. 
112@ crores in 1984-85. 
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(15) Ibid. 


Essential Drugs 


Essential drugs «as» are those drugs selected by each country accordin 
to the health needs of its people. The use of the concept of essentig 
drugs for selection purposes was recommended by the WHO in 1977 : <a> 


"It is clear that for the optimal use of limited financial resource 
the available drugs must be restricted to those proven to 
therapeutically effective, to have acceptable safety % to satisfy th 
health needs of the population. The selected drugs are here calle 
‘essential’ drugs, indicating that they are of the utmost importance 
&%& are basic, indispensable & necessary for the health needs of th 
population". “Drugs included in such a list would differ from countr 
to country depending on many conditions, such as the pattern 
prevalent diseases, the type of health personnel available, financia 
resources and genetic, demographic & environmental factors”. 


The WHO Expert Committee on Selection of Essential Drugs prepared a made 
list of 200 essential drugs in 1977, «ae, subsequently revised ®& updated i 
1979 «aa, and 198%3,¢cax. which would provide guidelines to member—-countrie 
in preparing their own lists. 


In India essential drugs list of 116 drugs was recommended by the Hathi 
Committee report crim, in 1975, for meeting the majority of health needs 
These were to be produced & distributed on a priority basis. However theil 
production was never implemented and there is a severe shortage of man 
life-saving drugs in India. Se 


An essential drugs list can be further graded into primary, secondary | 
tertiary level drugs, thereby aiding rationalization & promotion of = dru 
consumption at all levels. Hangladesh prepared such a graded list 
essential drugs which indicated 12 drugs for use at village level; zy 
additional 33% drugs for primary health care upto local health complex leve 
(the small regional or town hospital); and a complete list of 15 drugs fo 
use in the regional & national hospitals. A supplementary list of 100 wat 
established for restricted use by Specialists. cay, The ICMR/ICSSR study 
group identified 18 essential drugs for community level health care 
keeping with the present disease pattern in India. 


ORO SEED FORD women ones coed many fetes ceety SEEDY Gee few Gene eergs heme cosey oti 
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(14) World Health Organization, The Selection of essential drugs, Report of a WHO Exper 
Committee, Technical Report Series No. 615, (Geneva : WHO, 1977). : 


(16) WHO, The selection of essential dry , 
S, Report of th i ! 
Report Series No.641, (Geneva + WHO, ce p e WHO Select Committee, Technica 


(17) WHO, The use of essential dru 3, Technical Report Series No.685, (Geneva : WHO, 1983). 


(18) Government of India, Committee 


on Drugs & Pharmaceuticals Ind ittee 
Report, (New Delhi : Ministry of Petroleum & Chemicals, 1975) ee an 


(19) D.d. Tiranti, Essential Drugs, The Banal | 
arreerea te. ade 
New Internationalist Publications, eek, See saap/e Four Years On 198 =86, (Ox for 
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The feet: Drug Foley, i778, did prepare a qraded list of essential 
bulk drugs grouped in category I and MII formulations, but only adopted 
certain price control measures by way of implementation. cze> Subsequently 
che National Drugs & Fharmaceuticals Development Council (NDPDC) dropped the 
encept of an ‘Essential Drug List’ and, instead recommended a ‘Friority 
ist’ of 95 drugs. «2s» The measure is not concerned with the essentiality 
the drugs, but aims at minimizing the number of the drugs under price 
cantrol. The proposed new Drug Folicy of Government has a ‘National 
jority List of Bulk Drugs’ containing 106 bulk drugs. <¢«2-a> 


eat 


ssential Drugs 

: Many studies have pointed out the inappropriateness of the drugs 
produced in India for catering to the needs of the masses. <a> The two 
major classes of diseases prevalent in the country are infections and 
parasitic diseases such as dygentry - diarrhoea, malaria, cholera, etc. and 
respiratory diseases (general respiratory infections & tuberculosis). <¢aa> 
Indian industry has the technological know-how & the licensed capacity to 
produce the required drugs. However either these essential, life-saving 
drugs are not produced at all, ar in such small quantities that requirements 


have to be met by imports. 


The plan targets for the = production of different drugs are not 
estimated according to the epidemiological needs of the country, but are 
instead based on the installed capacity and previous production figures of 
the industry. This is partly due to the lack of adequate epidemialogical 
data for assessing the drug requirements of the country. However, other 
features im planning, such as the projected demand remaining constant (see 
figures for, Streptomycin & FAS), the scaling down of targets below the 
estimated demand (INH & Dapsone) and the further shortfalls in production, 
reflect the need to ensure the profitability of the drug industry rather 
than meet the requirments of the national health programmes. 


Table I shows that the actual production of essential drugs is far 
below the estimated requirements, & that production is either decreasing or 
increasing at a very slow rate. 


ce a ae a in at ee ne ee a oer ast nn I RS em nlm RR OD ET 


@) J.S. Majumdar, “The Pharmaceutical Industry in India, An Overview", Paper presented at 


the All-India Seminar on National Drug Policy, New Delhi, 28-29 April 1986. 


21) A ‘Priority drug list’ is drawn up from among the essential drug list to give priority to 
drug production, distribution & availability for use in diseases having - 

- greater mortality 

” greater morbidy 

- severe sequelae 


- communicability (1.B., Leprosy). : 
and for use in national programmes such as 1.B. & Malaria eradication, Blindness control, 


Goitre control, Immunization, etc. See AIDAN, 1986, p.33. 


22) Majumdar, 1986, p.6. 


23) United Nations Commission = on Trade & Development, Case Studies in the Transfer of 


Technology - The Pharmaceutical Industry in India, (UNCTAD/TD,B/C4, 1977). 


24) See the chapter on Communicable and Non-Communicable Diseases in this volume, for data on 


the incidence & prevalence of particular diseases in India. 
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o The ICSSR/ICMR Study Group's exercise on the availability of INH & 
dJepsone showed that in 1981 only 7 per cent & 16.5 per cent of their 
Be Pects ve total requirements was being produced. «as> Ihe shortfall in 
: aduction is in sharp contrast to the installed capacity for production. 
able II shows the production pattern of the multi-national firm, Pfizer. 


-—-s-* Table II 1 UNDER-PRODUCTION OF ANTI-T.B. DRUGS AND OVER— 
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PRODUCTION OF NON-ESSENTIAL PRODUCTS - PFIZER 
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ODUCT LICENSED _.. PRODUCTION (TONNES) 
CAPACITY 832-83 83-84 84-985 
S§ & Salts 112. @@ 12. 46@ Seo? 8.32 
8M. @@ 72.92 65.56 80.01 
otinex 110. a@ 310.29 
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Source : Froduction fiqures for Anti-T.B. drugs : Statement 
by Shri. Vasant Sathe, Minister of Industry, Lok 
Sabha, 24 July 1984. Cited in IDMA Bulletin, (XV) , 


ao La oe 64 ass ee me Nene anne pe St neta et ae “at 


30; for Frotinex : Guha, 19786, p.4. 


In India, Vitamin A defeciency has been implicated in infant mortality, 
in the incidence of diarrhoeal diseases & malaria, and is responsible for 
blinding 49,0980 children annually. With 42 per cent of the population below 
15 years of age, & the inability of the poor majority to purchase foods rich 
in Vitamin A, its production is an urgent priority. In 1985-86 however, the 
country was able to meet only half of its targeted requirement (a shortfall 
of 58.97 tonnes); between 1981-85, production of vitamin A fell below the 
1980 level, and was only 1.18 tonnes above the 1980 figure in 1985-86 (Table 


Bui). 

: Table III s: VITAMIN PRODUCTION (TARSETS & PRODUCTION OF MONITORED BU u68s 

ee ee dba eee nen ~~~ ~~~ = nnn nn enn“ - $n ERA 
NIT 1980-81 1981-82 1982-83 1983-84 1984-85 85-86 

| T P T P T Pp T P T P T Pp - 
itamin 

(MMU) 66.8 59.85 66.6 52.65 7758 92.49 90.0 68.23 105.2 6@.58 120.0 61.983 


1 = Target; P = Production. 


Source : Chemical Weekly Drugs Directory 1986, pp.6@ and 68; GOl, Dept. of Chemicals & 
Fertilisers, 1987, Annexure 11; 
1980-83 Target figures : P.L. Narayana, The India harmaceutical Indus H 


Problem & Prospects, (New Delhi, NCAER, 1981), Table No.7, p.244, 


Over 40 million Indians are afflicted with goitre, while 1708 million 

live in goitre endemic areas. The 15 public sector and some private sector 

jyodisation plants have a total installed capacity of 10 lakhs MT (1985-66). 
However the estimated production af iodised salt for 1985-86 was only & 

lakhs MT, and out of this 0.8 lakhs was the quota allotted to Nepal and 


Bhutan. <«2e> 


Ce ae we on tab mn ts ts en ae a ee Sin Se et eo eee 


-——— = ——_S— wee ee 
a oa a SK mS See ~<——e we wow -——— = 


25) ICSSR/ICMR, Health for All - An Alternativ 
Education, 1981), p.178. 
Ministry of Health & Family Planning, 1984), 


26) GOI, Annual Report 1985-86, (New Delhi: 


p.43. 
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Non-essential, Irrational & Hazardous Drugs 


stan ae 


In contrast to the underutilisation of capacities for the production of 
basic bulk drugs, there has been an overproduction of non~ 
often beyond the authorised licensed capacity. «27, Out of 
| a large number were mostly 


essential or 


essential drugs, 
the highest selling individual drugs in 1984, 


non-essential or hazardous (Table IV). 


Table IV : GROWTH OF HIGHEST SELLING (1984) NON-ESSENTIAL & HAZARDOUS _ 
PRODUCTS. 


(Rs. crores) 


Seen ote <absarcheen tia scloe/ mens tpn tional) caein’ mcr nie ntaosl yeu, oqee Aet4 outa] CEPT RSEAN|fissed Ompne” mien erie t) seb néand) peeve, Genes eee pny, elves. SENET: eat ASO Sere’ S8) RCH REES 


RANK. DRUG COMPANY L979 1984 GROWTH FRODUCT 
(1984) SALES SALES te GROUF 
ee BECOSULES PFIZER 6.75 22.78 47.85 B complex with 
E (LISA) eee ee 
2a BARAL.GAN eS HGECHST 3.86 6.76 735.040 Anti Spasmodic- 
(FRG) (Hazardous) 
8. DE XORANGE FRANCHO Pr or) Ney LF 125.00 Blood Tonic 
; INDIAN | 
(FRANCE) 
9. VICKS VAPORUBR RICHARDSON 2.93 6.09 108.22 Non-Drug 
(USA) 
1Q. NOVALGIN HOECHST ee aol 94.08 Fain Killer. 
(FRG) banned in 15 
countries 
la. BENADRYL FAREE DAVIS 3.04 o. 24 72.0Q Cough Expecto- — 
(USA) rant 
ee NEUROBION Ot ya 2.45 4.86 78.00 B Complex 
(FGR) 
24. FHENSEDYL. MAY & BAKER 2 3.44 Cough 
Expectorant 
24. HERATOGLOBIN RAF TAKOS oe 4.28 Blood Tonic 
a OXALGIN CADILLA = 4.12 ANti- 


Inflammatory 
(Hazardous) 


29. SUGANRIL S.G. PHARMA - 4.04 ; Anti- " 
(Ciba~Geigy,Swiss) Inflammatory 
d (Hazardous) 
AS ae GLUCOSE-D GLAXO (UK) 2.61* 3.99 52.87 Sugar only. 
38 PROT INEX PFIZER 2.40" 3.26 35.83 Non-Drug 
(USA) 44, 
44, DIGEPLEX. RALLIS INDIA oe 14 Digestive 


FPO SOR LORS CONE CORED RENT CRETE UENO HANEY MOY seme HOFGY SUEY Ate GES fond EfeS Steee conse Mber} teow emu pier weet — oe THe MORE eter ete pied them seme ents peed cumée pene Aaa PR 
AA pce news ee ee ome ome — Ae Sets ERE COTES CUED ROttS GOTTY Comey CORED ROOD UOT SomD SouED erat cues ROS creme ereee eons ween: ecm cote ogeee ermey memes conte 
aw. 
=e ~~ 


Source : Operations Research Group, Nov. 1979 & May 1984. Cited in 
AIDAN, 1986, p.13@; * Guha, 1986, Table. I. 


A. Non-essential Drugs : Tonics, Health Drinks, Vitamins & others ~ These 
are some of most highly prescribed drugs, with a rapidly growing market In 
the name of correcting health problems arising from malnutrition | under= 
nutrition * poverty, a host of protein, vitamin & ather nutritive 


See A Ate meee HORT HORE Onney rehad Gm seins Meee Meher Hebe pH) 
890 ott mame etme 1+ A Skee OUT eh ai EIS erty Heme antes ees tet WE Tn SOR eet ae cine ImUNO meets Seem tmey mewey Sens shend som ae 
a 3 . + tenes 


Oe OOo tenes Smee Smet and eteen eee om 
ot SCS NERS SORS UOED REEEE HOSE LOL0E Shoes Sete Guna Guen GENES wenSE atnse béeee nines rroes! dl 


(27) See Rajya Sabha Unstarred Question No.2878, dt.19.12.83 
Question No.2826, dt. 22.8,83,. *85, and Rajya Sabha Unstarred 


Cai 
~~ ST 


supplements are being produced & promoted by the industry. Non essential 
/ drugs are drugs of unproven efficacy in relation to the purpose (indicatian) 
Claimed, i.e. adequate documentation demonstrating their clinical efficacy 
is missing or is inadequate. 


Tonics contain generous amounts of alchohol, some useless ingredients 


and vitamins. The vitamin dosage is @ither grossly inadequate, ‘26> or much 
higher than the Required Dietary Allowance (RDA) and therefore likely to be 


expelled in the urine. caer (Table V) 


Table V 3s GROWTH OF ALCOHOL, -— BASED TONICS & VITAMIN FORMULATIONS 
(Rs. Crores) 


FRODUCT COMPANY SALES SALES SROWTH 
(1979) (1984) yA 


Geass Geese Gnate ese. etece conse cave wanna wenke ctees court Guus Cakes Grete SMES Gis Greet Wiehe OOLe GlEE Gavan GoEmS GREED GUE Hie choee chen ome Hey eee ene eee mete meme emeE te Seeny sen mi 


ee ad 
—— a som 


a avi chore Qentt Guahé apse? Gumm® tyres conde Gions Grand Sire ORERS GmDGe Gin/s bene GOPTE SERED Glue Maan SuNe.tORED eneNe aEbHY eee oun? Fiver weend etart neces antes Shane Metes meet attE Monee epee etaee 


Santivini Sandoz 1.83 3.08 hbo. &7 
Neoqgadin Raptakos 1.464 8. OS 106.90 
Bayer’s Tonic Rayer £2435 2.4 74.17 
Waterbury s Warner. 1.40 Lice ae ee FS 
B.G. Fhosh Merind (MSD) 1.40 me O% 47.14 
Fhosphomin Sarabhai 1. a 2.00 608.06 


Source : @. Guha, "Cycle of Profit”, Faper presented at Seminar on 
Drugging of Asia, Madras, December 6-9, 19385. 

It is estimated that 15,000 tonnes of health drinks are produced 
annually in India (fable VI). Qne multi-national COMPANY , Beecham 
International (UE), practically monopolises this market (60 per cent market 
share) with its two products — Horlicks (53%) & Boost (720). Cadbury's 


Bournvita - eccupies ad yer cent ot the market. A 3«6jar of Horiacks 
P F 


contains about three paise worth of vitamins, but cosets Rs. 30/-. Equal 


Table VI : GROWTH OF PROTEIN SUPPLEMENTING HEALTH DRINKS. 
(Re. Crores) 


PRODUC T COPF ANY SALES SALES GROWTH (A) 
(1979) (1984) 

Frotinex Pfizer me AD >» LO 25.835 

Complan Glaxo oO. 8S Zeat 157.64 

Froatinules Alembic 1. &4 1.42 fea 


Source 2: Guha, 1986, ANNexure, Table.z. 


nutrition & energy can be had for less than one-tenth the cost from adequat 
food itself. <«se> ; 


age sa devs essbe wtees! ée:s Genes need eines Canes tensk onese eee cores eoum aiaee sas cones buns aed en ite ee tees a MAES eT NAVEEN, Dado Aedee tase Seen sears Snes $f0h Syme” NETS SNS noes 
I cy eashs evens asses éste ‘0 oi-n) A0isn ave, SanGcaacn hae Ne Gee ee ata mats -acte® “BID 4f°=0 SRY 68 re ern fe a0 ts0es whee 


°B) Kamala Jayarao, “Tonics ~- How much an Economic Waste", Medico Friend Circle &ulietis 


ee een ea Seip Uaen epite rar <tenee ar ews ames an te Swe eee oe SS 


November 1976. 


(29) See Fondicherry Science Forum, 1986, for examples of Waterbury’ s Compund & Incremin. 


bottle of Waterbury 's Compound costing Rs. 94/- contains only 3 mg. iron per teaspoo 
while an average woman needs 20.30 mg. The rest of the ingredients cost only a fow pals 


(30) Pondicherry Science Forum, 1986. 
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4 

Drug Combinations = The Indian market is flooded 
er combinations, many of “them known tos 
nn or hazardous. <a> According to See ee ede inate. 
one drug should be combined with another drug the Si pie eas ao 7 
Gniesa the two together ack better than when given enn bia Sea a 
few recognized specific combination drugs, bbs ar oe ince ae 
2 lly & therapeutically irrational. fhe combination C wo * 

ape Lxed dose combinations merely serves 


: es zingle compounds or fi 
rational drugs in single c ees ate vs . Fier 
to increase the cost of the product. The WHO List of 250 Essential Drugs 
nm oat be 4 _ ne see “ 


contains only seven combinations. ces, 


KK. Irrational & Hazardous 
60,000 crug formulations 


A maior consequence of irrational drug combinations is that ay (2 ee 
limited and hence valuable financial and bulk-drug resources from SS eent tae 
Gy Wiggs . A study of 47 top-selling antidiarrhoeal preparations, as listed an 
the CIMS, revealed that only 7 out of these 47 preparations could be 
ecientifically juetatied. The rest were irrational in Some way or the 
other, and 20 needed to be banned. cms Merck os Neurabion (Ba, Bey s By ae, 
combination) has no scientific ‘basis. Injectable Hi» is only required in 
rare diseases, and there is hardly any disease in which the three are neecded 


together. Coa Most cough syrups & expectorants [ WS] Ube Lent. $ fee 
Combinations cw drugs that stimulate & , SLUpPress coughing: * and anti- 
Hhistamines that dey the secretions. Coughing is a protective activity 


and should not be suppressed; prolonged use of these products is habit. 
forming, causes stomach upsets, reduces food intake & the chloroform in some 

Syrups may damage the Liver. In certain cough conditions a single 

ingredient drug formulation is recommemded. css> The WHO essential drug 

list does not include caugh syrups & Lozenges, while Bangladesh has banned 

all. such combinations. Tonics % Vitamins are aleo examples of irrational 

eaeuqg combinations. <x. 


Several drug formulations on the market, besides being irrational & 
non-essential, are also hazardous to health. «xy, Hazardous druqs are those 
with an unfavourable benefit/risk ratio, and which under any circumstances & 
in the presence of safer equally effective alternative, should not be: 
allowed to be markated at all. Following are a few examples of such drugs 


2? «Clioquinol drudqs (popular brand name Mer faforim, preaduced by Ciba- 
Geidqy), widely prescribed for the treatment of diarrhoeas & amoebic 
dysentry, are banned in AU Skye and many developed  & developing 
countries, including Pakistan, Nepal, Sri~lanka, Bangladesh % Malaysia. 
is known to cause paralysis of both legs & blindness (a condition 
Clioquinaltoxicicity was first reported in 1955 in Japan, & since then 


. IR ORSn Sor Gree. whee # (bar 40! boary\ veess gseee sina» onn'dd) sause- tia come’ Spade eet ere datenn rete eam gear WRN 9x4 k!SOOi8 Rae’ was od poked: ands sales teests Oy ree wens 


(31) AIDAN, 1986, 0.57. 


While an average woman needs 20,30 mg. The rest of the ingredients cost only a few paise,. 


($2) WHO, TRS 722, 1985. 


(33) (Dr). Shishir Modak, "Rationality Study of Anti-diarrhoeal Formulations", Medi o-Frien 


Circle, October 1994, ; i uae Bere 
4) Pondicherry Science Forum, 19864. 
3) AIDAN, 1984, pp. 74-75) 


G) Ibid, pp. 76-77 


7) For detailed information on dangerous dru q | ‘ 
gs see VHAI, ban erous Medicines - The Facts 
Banned & Bannable Drugs, Health Action Series - zy ‘Nm Delhi t VHAI, May 1986). 
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aa ii) 


(v) 


(vi) 


nes Grese gees macee conn sree ennen mere wwe sxe e eeees ene Geeta, iat omity cened Cae Meare 


(38) 


called Sub Acute Myelo Optic Meuropathy or SMON). A ban of 
hydroxyquinoline drugs was ordered by the Drug Controller of India to 
be effective from November ig@z, extended to March 19es, Yet  in- 1956 


the Health Minister certified that the drug is Safe. c:se» 


Chloramphenicol ~ Streptomycin combinat1ons (common brand names are 
Chierostrep , Enterostrep, Intestostrep , ete.) are  propaqated for 


diarrhoea treatment without any scientific basis. Kesides belng & 
wasteful combination, chloramphenicol carries the risk of causing éX 
fatal blood disease (A plastic ana@mia). {t is necessary for “the 
treatment oF fyphoeid fever, but its frequent use in unnecessary 
combinations can lead to drua resistance. This combination also wastes 
the  anti-T.2B. druq streptomycin which is in short supply for the 
treatment of 1.8. The Drug Consultative Committee in 1980 recommended 
discontinuing the use of this combination, but it continues to be sold 
in india. 


Hiqghdoze Estrogen Frogester one Cambination Drugs (Fopular brand names: 
Disecron Forte, EF Forte, Menstrogen, Orasecron Farte etc.) are widely 
misused in India for inducing abortions %& for preqnancy testing. Since 
1940s" these are a known cause of foetal malformation and abnormalities, 
and have been banned or restricted in several countries inciuding USA, 
Garmany (FRG) , Hangladesh, Singapore ®% Thailand. There are only a small 
number of conditions (as against the many indications listed by 
manufactures) which require hormonal therapy. However the recommended 
line of action is not with EF drugs. On the basis of these facts the 
Druq Cantroller of India (DCI) issued an order in i962, banning 
manufacture of EF formulations (other than oral contraceptives in low 
doses) with effect fram December Sl, 1982, and sale of these druas 
from June 30, 1985. The concerned manufacturers, Unicham & Nicholas, 
Wonbay and Organon, Calcutta, obtained stay orders, SO that four years 
later these drugs continue to be manufactured % sold. In November 
1984, the Supreme Court directed the DC{ to hold public hearings on the 
EF forte case. Four hearings have been held, one each in MNadras & 
Delhi, Calcutta and Bombay, but the DCI‘s verdict is still awaited. 


Anabolic Steroids (brand names & Anabolex E12, Durabolin, jrinerqic 
etc.) are promoted in India as growth atimulants ® tonics for young 
children, for loss of appetite & weight, and in convalescence. These 
drugs have hazardous side affects like distorted sexual development .« 
stunted’ heidht in children, liver & kidney damage etc., and are not 
efficacious far the indications for which they are pranated. 


Analaqin & rejated druqs (brand mames § Analagin, Avafortin, Kar aiqerm, 


Novalain, Oxalqin etc.) are pramatad as painkillers. They can Cause a 
fatal blood diseace called agrinueoaytosis in which the production cit 
white blood cells in the bone marrow 15 suppressed. these are tatally 
banned in Australia, GCweden, U.K. & fangladesh and restricted an other 
countr Less Sater alternatives inciude Aspirin. {buprofen te 


Indomethacin for pain & inflamation, and Faracetamoal & Aspirin for pain 


& fever. 


But aconess Fhenyibutazone , zrmcl its breakdown product in the boady 
Gyyphenbut as ane « have been pronated ag anti-inflammatory % analaesic 
griuges (brand names = Betatlam, DutacProxyvon , Guqanric etc). jhese 
have ser1au even life-threatening side effects such As 


Ba 
agranulocytosis, and kidney and liver damage. Gince gafer ang equally 
ef fective alternatives are available, such 45 [buprofen, Indomethacin, 


See abies aban een ates ope ciate mame ones Bren SAS ase tevin. mpnee ols Gans Ome eee Whois mem, Sets MY TP ee 


ALDAN, 1984, pp.&1-66; fondicherry Science Forum, 1985, pp-B-7. 


; Pemex: ane 
Asorin & Faracetamol, butazones have been banned in Argentina itritain, 
450 Did G Sit. : ; ei 

oa tsrael & Fhillipines, Banglad@ésh % Zimbabwe. 


Ireland, 4 


F : Bias eee ~ e AS 
(vii) Fixed dose conbination of Streptomycin & Fencillin are promoted 


broad spectrum antibiotics. Indiscriminate use of Streptomycin can 
a3 be] is Naw Se at : A : : 

give rise to drvaq resistance, thereby ‘restricting it] use 75 
VE 4 eC aa : 

Tuberculosi 4. (39) , 


Over Prescription 


In the absence of continuous medical education, the present-day doctor 


is utterly dependent an pharmaceutical literature for contemporary 
pharmacology. It has been estimated that ¢O per cent of major preparations 


today were not known prior to the Tdast 10-15 years. cao» Education” in 


pharmaceuticals after qraduation has primaricy been the domain of the adreug | 

manufacturers. ‘ees Qne outcome of this kind of education 1% the alleged | 
unnecessary use of drugs by allopathic doctors. Empirical evidence i168 

limited & research needs to be done in India. 

| | 

One such etudy cac into the prescribing practices of rural medical — 


practitioners in india, found that while the aqgressive promotion of useless 
& danderous druas by multinationals was diminishing, the subtler practice of 
"the inappropriate prescription of drugs which are useful teven esnential? 
in certain circumstances but Gontraindicated in others" was widespread. this 4 
was found to be true for majority of the general practitioner prescriptions 


and over-the-counter gales of analqesics, chloramphenicol, and hiagh dosade | 
Cestroaqen-proqesterone ~ combination preparations. fhe most commonly — 
Prescribed class= -of druas in all areas, i.@. 253° per Cent of all. dries 
dispensed, were vitaming & mineral supplements. General Practitioners 


prescribed these for over half of all patients. The study points out thats 
"the reality is that these drugs continue to be “used “for trivial —& 
bizarre indications by doctors who have no real grasp of their dangers  & 
limitations. eesee The vast maiority of rural doctors work in conditions of 
axtreme material hardship  % Praoressional isolation. There is na peer 
review, no clinical feedback, no system tor reporting car investi qating 
adverse deug reactions and no access ta independent informatian on the drugs 
they prescribe. Fost-qraduate education in clinical pharmacology is. for 
the rural doctor, the unchallenged province of representatives from the 
pharmaceutical industry. [he representatives are, in qeneral, poorly 
intormed of the indications for Cher er oduick & . and aften misinformed of 
Ssearious side-effects" 


abr teen nets pace evnee mnees habe wesee teres teres More Warn Rene GeGet ment) Gree cents Bibee BLAH bared wee! meter susie SOW ety Ws es08s cAees, wynkie! Stdee. evcteceumrd) Haun 25567) 6100 boSe¥! whats eseni sidey caves vai Ae meet seme _ D i 3 " 
aie weve oe tere wes Seton ‘ ery ; * 
oe wn: Sey mune serne gata, eunte: Laine eeted: eset He" \eneFn: ¥absK Ass) S85K1 nanan wihe wpew¥s! ws n0]\¢dn84) here) TAbsd “evita, ga7cs Kennel sossalicnie Goer Tae 


(39) See(i) Pi shah, “Hazardous Drugs & Their Promotion - History & Present Status": (ii) Anant 
ReS., “lerational Drugs and Irrational brug --Combinations", “In Sen Gupta (ed), 1986; 


Voluntary Health Association of India, International Consultation on Rational Selection 
of Drugs, 17** - 21°© July 1986, New Delhi. a 


(40) H. Kenitz, "Drug Utilization - The Role Of Medical Schoole”, 
(Copenhagen : WHO, Poo) y peSs. 


Report on Sugarposium, 
($1) 0. Gish & L. Feller, Planning Pharmaceuticals for Primary Health Care ~The Supply & 


Utilization of Drugs in the Third World, International Health Prograames Monograph No.2 
(American Public Health Association, 1979? Be tb. : ; 


(42) T. Greenhalagh, "Drugs & the Third World", 


The Lancet, June 7, 1986, pp.J31i8-1320, 
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ee The problems of overprescribing have been stronaly emphasised by the 
fe WHO. It leads to development of resistant bacterial strains by mutation 
which, if unchecked, could lead to epidemics comparable to the pre- 
: antibiotics era. © For example, in Mexico in 1975, 2000 patients died 
following an outbreak of typhoid. OQveruse of chloramphenicol had rendered 
it ineffective. Cassy In India, over 100 strains of typhoid bacteria were 
found to be resistant to three or more antibiotics. «aa» 


A National Institute of Nutrition study on the drug consumption pattern 


ing an urban locality, <an> indicted both the prescribing habits of 
physicians and self-medication (as high as 46.9% of all prescriptions) in 
the misuse of drugs. Nutritional products, particularly vitamin-mineral 
combinations, were the most highly prescribed/purchased products, ~ a 


practice which was not in keeping with the prevalence of disorders. Fotent 
analqesics with hazardous inqredients such as analgin, phenylbutazone, 
praxyphene & cortisone, were prescribed and self-administered on a tlarge~ 
scale. Antibiotics were prescribed or sold over-the-counter on self-request 
in quantities which were inadequate, & which showed no responsibility for 
potency, duration of intake, or need. 


Implementing Essential. Drugs. Concept: The Experience of Other Countries «aa» 


The need to limit the number of drugs in the market, & to identify 
and promote essential drugs was first attempted in Chile in 1971 by Dr. 
Salvadore Allende. In 1972 Sri Lanka reduced the number of drugs from 2Z1LOC 
to 600 by removing all unsafe & cost ineffective drugs from its private 
market. Mozambique, Afghanistan, Iran, Kenya and Norway have all taker 
measures to rationalize their drug policy by restricting imports, sales & 
prescription of useless & irrational drugs, and by giving priority tc 
essential drugs. : 


In i982 Bangladesh passed a Drug Ordinance based on WHO's concept of 
Essential Drug List. This policy was based on the recommendations of af 
eiaht member committee that included Dr. Zafrullah Chaudhary. The 
committee recommended the banning of 1707 products, and prepared a qradec 
list of 150 essential drugs for village health worker level, FHC upto Than: 
Health Complex level and the tertiary level. A list of 100 supplementar 
drugs was prepared for restricted use in special cases. The implementatior 
of the drug policy has raised overall production of essential drugs, helpe 
self-reliance, reduced overseas payments for imports and increased supplies: 
to the local market at cheaper prices. «a7 


The Bangladesh experiment has proved effective, meaningful & worthwhil 
and can serve as a useful paradigm for a national policy on drugs in India : 
other developing countries. 


a Gb Gu all tae We eb ee SOAs Gn ee Se Oe en ae oe oe we Oe 
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(44) Bharat Dogra, “Drugs to kill", Probe India, April 1961. 


(45) kK. Krishnamurthy, BR. Dinesh Kumar & G. Radhaah, "A Drug Survey -Precepts & 
European Clinical Pharmacologist, 2-9, 1985. Re-produced in JOMA Bullet 
January 14, 1987. 


(46) Mira Shiva, "Essential Drug Concept. Need & Implementation”. In A. Sen Gupta (Ed), Dr 
Industry and The Indian People, (New Delhi : Delhi Science Forum & Federation of Medic 

. Representatives Associations of India, 1986), pp.60-86. See also "Drug Poli 
Internationally", ERCH Newsletter, Vol.3, No.3, March-April, 1997. 
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(47) Tiranti 1986. 
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3. DEVELOPMENT AND STRUCTURE OF THE PHARMACEUTICAL INDUSTRY 


Table VII shows the growth of the pharmaceutical industry in India 


since the First Filan period. cae» 


Irs 4984-85, the Indian pharmaceutical industry conel saa oF sige 
drug manufacturing units (250 larqe scale units and Cyt men 
“The total investment in the industry was estimated at Ks. 650 
There are four categories of manufacturing Units 1 cas» 


licensed 
scale units). 
crore (Table VII). 


1 Fublic sector undertakings, accounting for one third of the total 


investment, have two big units - Hindustan Antibiotics Limited ,and 
Indian Drugs & Fharmaceuticals Limited — and 3 small units. 

%. FERA companies (i.e. the full majority foreign owned multinational 
firms). Their association is known as the Organisation of 


Pharmaceutical Froducers of India (OFFI). 


Bus Indian organized private sector, which includes the Indian owned 
firms & the ex-FERA, foreiaqn minority owned firms & Subsidiaries. 
tOie sector 26 represented by the Indian Drug Manufacturers 
Association CIDMAD) . 


4, Small-scale sector. 


The domination of the Indian industry by foreign minority or majority owned 
firms is reflected in the fact that they control 78 percent of the total 
sales turnover of drugs in India. The shares of the Indian private &% public 
sector are 16 per cent & & per cent respectively. <«se> 
Production of Bulk drugs & Formulations 1: Sector-wise analysis, 
The production of bulk drugs. involves a higher level of technolagy & 
inputs than those required far the production of formulations. A “bulk 
drug" is the basic, active chemical ingredient of a drug formulation. "Drug 
formulation" is the finished product which is directly consumed, and which 
containg ain addition to the active drug compound, other ingredients such as 
dilutents, binders, flavouring/colouring agents (as in tablets), gelatin 
shells (capsules), chemical bases and waxes, preservatives (ointments) & sa 


Sree (ROR AAG CERES SOUED CORES Swat BOREL SAM OVE Désmy WS wr See Wedd eEee Ott totem Caney Meee verbs Renee crabe Umcey recse prec #5Obe Wiese suené seve seater Wants hee eens pate pies wae tetas wetee saps - nee ee - Lei Los! coor beet ceed 
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— Apres Aare nemee tenes tenet Freee opens rene Foe meees rover aes ERG eet FrOE Gene mene fEMGL Gent creat Hote /umne eoees wee tes toe neces tem ooe cone 


(48) For an account of the development of the Industry see, Majumdar, 1986, p. 8-113 
"Pharmaceutical Industry - A Growth Perspective”, Commerce, (Supplement), November 12, 


1977; B.V. Rangarao, Indian Drug Industry : Its Status & Perspective, New Delhi : Centre 
for Studies in Science Policy, Jawaharlal Nehru University, 1975). 


(49) For a discussion of the oligopolistic nature of the Indian industry & its domination by 
foreign firms see, D. Abrol & A. Guha, “Production & Price Controls. The Achilles Heel 


of (National Drug Policy", Paper presented at the All India Seminar an National Drug 
Policy, 1984. In Sen Gupta (ed), EVe6)., pp: L26= fone 


(30) P. Shah, Article in LINK, August. 1981, Cited in VHAI, The Drug Situation in India, (New 
Delhi s VHAI, 1982), 9.2. 
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uae ee 


GaLinasvWevHa SHI SO Himoys * ITA atgeL 


The national Sect OM, comprising the public, organised Bh if chile 
small scale sectors, Nas largely contributed to the development of 
bulk drug production. On the ather h and, the thrust “eB ° rahe liga , ae - 
Hathi Commi tree observed, fas been ‘rowards capitalising aver drug 
formulations & non-drug % luxury goods where technol agy 


items like cosmetics 
& capital inputs are mich lower %& which permits pramokian & aggressive 
salesmanship and brings in much higher returns on investment. 


" cee See 
Table VIII). 


On. emia > 


SECTOR-WISE VALUE OF PRODUCTION OF BULK..DRUGS..&.. 
FORMULATIONS +. 


Table VIII: 


(RS. crores) 
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SECTOR y975-76 B22 984-855 
Formul - Bul k Formul a Formul- Bulk 
ations drugs ations drugs ations drugs 
Public Sector ater os 2) AD 64 
Foreign Sector 2QQ ee ) 7a | 68 
Indian Frivate ) ) eaa~ ~~ : 

Organised sector ) Pigs hal pated ) NA 1464 
Small Scale sector ) 18 198 s Pie 3 
a oe mae ele ene mene on pen on i PR ms om 
Total rad Td" 130 1050 20 1627" a7 7 | 
iste me ne me rn se a IE we nee pln nn mc a 

* 2 Component break up not available. . : 
Source : GOI, Department of Chemicals & Fertilizers, Indian Drugs 


Statistics 1985-6. Cited ain TDMA Bulletin, (XVID gai bs Ae 
June 1987. . | 
: 
Further more, the drug MNCs have not complied with the stipulated ratio of @ 
i129 for bulk drugs to formulations production given in the National Drug 
Folicy (Table IX). 


Table IX 1 RATIO OF. BULK DRUGS. TO. FORMULATIONS. 
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SECTOR RATIO AS ON RATIO AS ON RATIO AS ON 
1974-75 1990-81 1982-83 
Foreign is 6 le aS a ae 
Fublic 1: 08 Ke} a ee ce 
Indian i 8 Sr ks ia ~ a4 


Source : H. Ekbal, “Health for All s Need for a Feople’s Drug Folicy" 
1996, Tabbe ee, pe. 


Dependence on Imports 


oe import-substitution activities have been stepped up, the country 
continues to be dependent on imports of essential bulk drugs. AS against 


een ee) 
waver toeek named ween = oe fesse eaney shone eetee ans shows ytee Weer pene eeu phens Marne ewes teen oe peer rm artes seme seers sense hee 
ren 8 04 reese rored 7 vores 0 
eens etete renee meeen tae sree 
r os yan Mewes teens stays 44 
sents Sennh seeee = As00e poeee seeey bee 
fe RARRe nee mee Cane meee Mem nent mare Some Henne Genes Comme more eee veeee 


(51) Mukarram Bhagat, Aspects of the Dru ae ' ‘ 
‘ Aspects aor the prug ry Ina : 
Wecubentation, 1982), wat _Industry In India, (Bombay : Centre for Education & 


‘, 5 
(§2) 6Ol, = Seca in H. Ekbal, “Health for All : Need for a People’s Drug Policy" Paper 
presented at the Seminar on Health for All : Concept & Reality, Foundation for Researel 


in Community Health, Bombay, November 15-16, 1986, p.3. 
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total bulk production of Re. 325 crores in 1982-63, the country imported 
bulk drugs & intermediates worth Rs. 163.34 crores, «ss> i.@. an imports to 
pproduction ratio of about 1:2. Within a period of two years since 1985-84, 
the imports of drugs have gone up by about 19@ crores: in 1985-84, the total 
drug imports were worth Rs. 267.40 crores. cesa> The continued dependence on 
foreign imports affects indigenous production of essential drugs from basic 
stages, & provides the MNCs with yet another avenue for control of the 
industry. cess 


Research & Development 
; The Government justifies the liberalisation of the industrial policy to 
enable the operation of drug MNCs in the country, on the grounds that MNCs 
are supplying new & advanced technology for the production of essential 
drugs. In reality, the drug MNCs (including the minority foreian awned 
#irms) have contributed minimally to the production of bulk drugs, & to 
research & development (R&D) in drugs for treating tropical diseases. 
Instead, the four innovative research centres establiehed by the foreign & 
private Indian Sector are involved in clinical %& applied research in the 
area of degenerative diseases, mainly diabetes, cardiovascular illnesses % 
Cancer. cse> 


The Drug Policy, 1978 stipulates that forign companies with an annual 
turnover of over Rs. S crores, should (a) maintain R&D facilities within 
the country with at least “0 per cent of thir net block as its capital 
investment; and (ob) spend four per cent of annual sales turnover as the 
recurring expenditure. ‘°7? 


An analysis of some 20 pharmaceutical firms in India ehowed, that 
during 1974-75 their R &% D expenditure ranged between 1.5 to 2.9% per cent of 
‘their sales turnover. The parent companies in the west spend typically 
between 5 to 15 per cent of their annual turnover on R& D. «se. There is no 
instance of substantial & serious research programmes being undertaken by 
these firms in the less developed countries. cow 


fn cae ee nc ot iene on ene ne ne ee ee ee et et eee ee 


{53) GOI, Ministry of Chemicals & Fertilizers, Indian Drug Statistics 1994-85. Cited in 
Majumdar, 1986, p.18. 


(54) Rajya Sabha, Unstarred Question No. 1514, 4 May 19873; Lok Sabha, Unstarred Question 
No.9082, 5 May 1987. 


(55) VHAI, 1982, p-l, For a discussion of the impact of import policies on bulk drug 


production see, S. Gautam, "Implications of Import Policy on Internmediates & Bulk Drugs 
4 é 


Production". In Sen Gupta (ed), 1986, pp. 232-242. 


ico Friend Circle Bulletin. 


(56) A. Phadke, “Multinationals in Indian Drug Industry", Medi 
January-February 19823 S.$. Gothoskar, Presidential Address to the 3ist Conference of 


Indian Pharmaceutical Conqress Association, Baroda, December 27, 1979; 
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OR, Tiwari, “Research on What & for Whom?", The Economics Times, 28 January 1982; 
A. Vaidya, Letter to Editor, Medico Friend Circle Bulletin, April 10, 1982. 


(57) H.-N. Bahuguna, Excerpts from the text of the Statement laid on the table of the [bol 
Sabha, March 29, 1978 containing Government decisions on the Hathi Committee on Srugs |} 
Pharmaceutical Industry (New Delhi : Government of India, 1978). 


(58) J.M. Rao, “A Note on Research & Development in Frivate Pharmaceutical Firms in India" 
Paper presented at the Delhi Science Forum, New Delhi, November 1981. 


en 


459) L.H. Wortzel, Technology Transfer _in the Pharmaceutical Industrys UNITAR Research Repor 


No.14, (New York ¢ United Nations, 1971). 
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The maior part of all easential research an eta pigs pul: “ 
countries by the universities &% the Government, & is ne Ae oma 
miltinationals. In India, the Government centres ee. iy fre | 
include The Regional Research Laboratory, Hyderabad, The Ha oe Be “7 
Bombay, Central Drug Research Institute, Lucknow and gape eo 
Laboratory, Fune. The RK & D establishments of the two large pus & re 
units, HAL & IDPL, need to be strengthened to achieve the Hathi Committe 


objective of newer drugs for treating tropical diseases. cme» 


fhe expenditure on research by drug firms is spent less on fundamental 
research and more on the development & clinical trials of non-essential 
formulations which help the campany to by pass a patent, or oan general 
market research aimed at improving sales. <«e:, j%The Indian drug industry 
spends more on drug promotion than on R & D for new drugs or processes. 
(Table X(a) & (b)) 


Table X(a) # COMPARISON OF EXPENDITURES ON R.& D_ AND 
_ MARKETING BY 52 _ MNCs. 


(Re. lakhs) 


eee ene chee Fan er Hanon eedne eebe state Ghent teeee Stes Panay 4AhED Heat RoRhd FOGLE Wes Sided Sreet wtuuh WADED Sane Feies Geter weney MUMED Punky conde OGEar apne GbESy GimDe w¥Cy pana Bale rite! Goren 4i0e) BONE! FILED Cert minLS GHEES COND neers ALeDy InpRY Rata eases GERMS SOHTY CORES eptEH OEres KIGDY Siene GENGE EELS Gah GhnGs faNGS SOnEH Sompe GDS GUMSS arEDS GReGD Sabet COGST DOMED quis SORES euBeS See) coteS Sots 


EXFENDI TURE 1973-76 ‘ 1976-77 1978-79 
HEAD Amount turnover Amount turnover Amount turnover 
i ef , 
SR eS . 1@7 a.% 13 @.3 1%6 0.4 
2e Marketing Cost Liz eS 1462 a 133 Pe) 


(on sales commission 
% advertising) 
“ Ratio of 2al 2 11 10 
SE COE AOR Mt WEs TH EES ME EROTY Gu rTH bpDed EmNeT Ste MOORE Geeen bree Site bene aohén eee Feces mee bere Fee Rees i: ane amaaaaa dana rice ach cr rt CFSE SOREN EES FOtEe FEROS femee Meee SEINE Wee beey en eT ern ee eee ae OR Ree Meme SY SEED OUAE WORE GOROY ERED SORE: SOEEP SURED aU Sts Or its Shee) GSTS Bebme SeneD edEas GunGD GEPED citer 


Source 2: Bhagat, 19782, p.45. 


Table X(b) # MNCs’ EXPENDITURE ON R & D AND OTHER AREAS 
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OPT PE SeenT Funhe menes Kenwe Sense ots lowes renee CnOES LbtED teres nares 460 ae thee trees moe eA ae res Te SENCD HOGER Hones Eats AUER sored 946e} NiheEn GUESS SORIA this GEE cme emdind GOES 
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Outlays on R& D Approximately @.863% of turnover. | 
Outlays on Sales Fromotion & Approximately 33.8% of turnover. 
Administrative Overheads 


TON PORE opt ee stews ee tees mecwe tases Seem namey snees eet ees pane ow cod boone wate pene: ere8 eves fanee omen roves Here votes races etane' ones eotee <tule fuse? mnnse <ASiD Giewh waste saeat 
— - 1S A ens fone reey Hess pemee free seeee weeee beste ete ane nenre, Reon COGe Seba: 
deere weet Rh4 $0208 enter 4 see seen tome “ c AO Foote Benes bores eteed beets Geers Pesos Keene Gerad sues vaaee coube HONE) 


SGuUrCe - © ~ GOI, ied wee af Fetroleum & Chemicals, Lovraj Kumar 
Committee, Report on MNCs, 1978. See Foreign Drug Firms 
spend too little an R % a The Hindu, 12 March 198. 


Another aspect of research by MNCs is the use of the Vulnerable, poor 
and uneducated sections of Third World populations for clinical trials of 
new drugs & contraceptive technology meant for the western MArKE@tC. cas 

; The drug MNCs have also prevented the indigenous development of 
technology by Indian Companies, as in the case of the Rengal Chemicals & 
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(60) B.S. Mahajan, "Antibiotics", 
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Scienee Today, September 1781 5 ae 


(61) S. Lall, “The International Pharmaceutical | | 
: ndustry & L ; 
special reference to India" y ess Developed Countries, with 


Tiwari 4000 » Oxford Bulletin of E onomics & Statistics, 34, 1974, p.1603 
: ’ a . 


(62) Haslemere Group, "Who Needs the Drug Companies, (London : War on Want, 1974), p.t7 
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| Pharmaceuticals Works Limited. In 1929, the BCFW patented its own process 
aot manutacturing chlorpropamide, an antidiabetes drug, and applied a ee” 
_ dicence. in the meantime Ffizer popularised its brand of chlorpropamide 
 (Diabehese), and one ot its subsidiaries, Dumex Pvt. Ltd., sought and was 
| granted a licence for chlorpropamide production in January 1961. Dumex Frvt. 
ep ttd. never used the licence so that the BCFPW application was kept pending 
since 1959 and was finally qranted in December 1961. In 1962 Hoechst & 
Pfizer filed a suit in Calcutta High Court alleging that the ECFW's pracess 
violated a patent held by Hoechst in Germany under which Ffizer had been 
Given a licence to manufacture the drug. The case dreaqged on for eight 
years until the court discovered that Hoechst’s patent did not relate to 
~chiorpropamide at all! Due to these legal complications, BCFW's production 
of the druq laqgqed, and it could not fulfill bulk orders. <«anm 


x oii “ 
EE Lahey 


~Prug Pricing, Transfer of Technology and Profitability 


Overpricing has been a trend with the drug industry all over the world, 
for pricing has related less to the cost of development, production & 
promotion, than to what the market will bear. The patent system, the use of 
brand names in sales promotion and the doctors unfamiliarity with drug 
prices, all undermine genuine price competition. 


Much of the overpricing is the result of transfer pricing. the latter 
refers to the over-pricing by a parent multinational company, of 
i intermediate chemicals, raw materials and technology imported by its 

subsidiary in the developing country. This is a way of transferring funds 
from a subsidiary to a parent campany in the form of cast of raw material & 
machinery rather than as profit. caar The impact of transfer pricing can be 
felt in the composition of output of the multinationals and patterns art 
formulations as well. Since it is an important mechanism for repatriation 
of targeted profit, it is in the interest of the multinationals to mainly 
produce formulations within the host country based on the impart of Bulk 
drugs from the parent country (Table XI). 


Table XI t OVERPRICING OF IMPORTS OF SELECTED BULK DRUGS 
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SELECTED FRICES AT WHICH INTERNATIONAL OVERFPRICING 
DRUGS WHICH DRUGS PRICES (per Kg) (A) 
IMPORTED (per kg) 
Doxycycline 3,894 1. nF 2 340.5 
-Ethambutal 2Y S20 93.8 
Frusemide 1,426 ASQ 21&.4 
Gentamycin 36,670 ore) 4) 4) 919.1 
Vitamin Eas ADA iss 274.5 
Ampicallan 1, oFe 743 G7/.5—% 
Libricm Sd g wIedsa Bt 1484. 4 
Source H N. Banerjee, Paper presented at KESSF organised Drugs 
Seminar, Trivandrum, November w4. Cited in Pondicherry 


Science Forum, 1984, Table 4. 


g 


ae The high costs of raw materials resulting from transfer pricing %& the 


coche Std’ ‘coum Cth cals She Wee ESS CHE Sesbd edie erase cate vers yee enon eae orm © 
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(63) Pondicherry Science Forum, 1984. p. 1%. 


(64) C.P. Chandrasekhar & P.Purkayastha, “Transfer Pricing in the Indian Drug Industry = Af 
estimate and its implications", Social Scientist (104), January 1982, f 5/00 


es Scientist 
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: he ‘he firms extremel high prices on the 
consequent "mark-up", make the firms charge y 


domestic market. : 
experience at rationalising its drugs industry is highly: 
State Pharmaceutical Corporation (SFC), a centralised bulk 
was set up in 1972 to purchase pharmaceuticals far 
the whole country. It also formulated a list of essential drugs . abel 
branding of prescription drugs. The SEC commenced operations in the seca 
half of 1972 and imported same Se categories af drugs through worldwide 
tenders. It is estimated that Gri Lanka paid 40 per cent less for these 
of 1972 (US ~- € 290, @@0) as compared to the first 


ori chanka. s 
instructive. The 
drug purchasing agency ,y 


drugs’ in the second hal fates 
six months of the same year (US - + Gee MM). cae 


Unfair Practices In Marketing 


With about 90800 pharmaceutical units selling about 60,000 formulations, 
the market for drugs is highly competitive. AS a result high pressure 
marketing techniques are employed by the industry: on the one hand this: 
significantly adds to the cost of the drugs, and an the other, results inp 


unethical practices and suppression of  inftGgrmetion an Gr Lg. AYR 
demonstrated by Table XIIi(ad, the Indian drug industry spends more on drug 


promotion than on research and development. 


Unlike the marketing of other commodities, marketing of drugs 14 
directed towards influencing the medical professional, who mainly decides 
the choice and selection for purchase of pharmaceutical products, ( do@> 
Pramational methods include advertising in medical journals, leafletting 
individual doctors, displaying folders & visttal aids, sponsoring medical 
events such as conferences and seminars, and providing gifts & free 
samples. This starts from the day the student enters the medical college, 


Double Standards and Unethical Practices 


i a li il i i i i el 


Hazardous drugs are being manufactured, imported, marketed & promoted 
by multinational drug firms in India & other Third World countries, evan 
when these products are banned or heavily restricted in the parent country 


nt Oty ered Funke Adee eens YabeH Rover eects whee meme amen ones: ~~ amas enna eveevicneny teeth ies yoens swam Gees prem enate ebaee Petd runeL Seams roern véshu thems ested Sete IVEY Shou SInGr SURE wien BETS) oOhm peRan Sade OF, 
- iO SEA ine MV 1 be OOO Sees NR Fora weet fem mene tery tien nere sees Minas Grete meen 4. . pital ook bean 
ot08 cmeee “ “ - sere coer renee tae seme rene see < ~~ Oe nee Rene wehee ohe RoREE eoahe raes erate cyeet paehe mnt 


(65) For a detailed account of Sri Lanka’s experience with bulk purchasing, see Anil Agarwal, 
Drugs and The Third World, An Earthscan Publication, International Institute for 
Environment & Development, 1978, Chapter §. 


(64) For a study of unfair marketing practices in India see, J.S. Majumdar & S.K. Das, “Untaig 


Practices in Marketing Adopted by Multinational Drug Firms i la" 
6 in India". In Sen G d 
1986, pp. 176-218. : BAe 
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of the pharmaceutical company (Table XII). 


Table XII + DRUGS PROMOTED IN INDIA, NOT MARKETED IN THE COUNTRY OF _ 


ORIGIN 

DRUG COMPANY COUNTRY | INDICATIONS FOR WHICH 

OF THE DRUGS ARE FROMOTED 
ORIGIN : 
Avil Expectorant Hoechst FRG Cough Expectorant 
Soventol Expectorant Roehirnger FRG =- do - 
‘ knoll 

Firiton Expectorant Glaxo UE: - a= 

Periactin Merind (MSD) USA Appetite Stimulant 

Ostocalcium Baz Glaxo UK Growth Tonic 

Amebiotic Pfizer USA Anti Diarrhoeal 

Novalgin ; Hoechst FRG Pain Killer 

KHRaralqan Hoechst FRG Anti Spasmodic 

Suganril $.G. Chemical SWISS Anti inflamatory 

(CIBA Giegy? containing phenyl or 


oxphenylebutazane 
Source #+- AIDAN, 1986, p.%6. 


The medical literature & promotional materials published by the drug 
companies, often fail to fully disclose the properties of the pharmaceutical 
products based on current scientific knowledges show serious discrepancies 
in dosage *& usages from country to country for the same drug: and, often are 
without any statement of side-effects, precautions and contra-indications. 
For instance, a study into the marketing & advertising of British food & 
drug products in developing countries cer, found that Ancoloxin, an anti~ 
nausea drug manufactured by Glaxo, was being sold in India without any 
warning of its hazards to pregnant women. In USA, on the other hand, this 
drug carries statutory warnings against its prescription to “women who are 
or may become pregnant". This disclosure forced Glaxo to admit to its 
double standards. cae» 


The manipulation of information involves making exaggerated claims %& 
misrepresenting medical text-~books, journals and authorities. For instance, 
Glaxo Laboratories cited the authority of ‘Lancet’ to promote its sales of 
Ostocalcium B-12, even though there was no such endorsement of the product 
im Lancet. Boehringer-knoll quoted UNICEF and used their logo to promote 
the use of streptomycin-chloramphenicol combination for diarrhoea treatment, 
whereas UNICEF actually promotes simple oral re-hydration therapy for most 
common diarrhoeas.« caw» 


Issue of Drug Information & Ethical Marketings 


ste te rs eeemreenenes pnmmen sees 


Any rational drug policy must ensure that accurate = and unbiased 
information about drugs is available to consumers and to medical 
practitioners. The WHO.has suggested an Unifarm Code of Marketing Practices 


we execs saute ensce stves feces sates GUSLD sume euees Sinms GITOS 9Ub0 CEES oEED SDSTS SAEED Gunes canes SatD m 
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(68) Bhagat, 1982, p.3}. 


(69) Guha, 1986, pp. 8-10. 
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& the 3°? International Conterence on Iransfer and 
hey the Developing Countries under more Favourable 
(Helgrade, June 1979) recommended, 


throughout the World, 
Development of Technology an % 
Conditions 12n Pharmaceutical Industry, 
“monitoring & control of drug 


<7w) 


Issue of Generic Names versus Brand names 2 


4 drug has three names. Q& chemical name which gives - Lang 105 oo 
of 3S chemistry; & non-proprietary name or generic Mame § Bo. 8 bran Be 
or trade name. For instance the drug n-acethy Bal aa peenots BAe: t. . 
non proprietary name of paracetamol, and is sold by the, prand  nanen a 


crocin, calpol etc. 


Rrand names have two functions s (1) the initial promotion of & new 
drug; and (ii) the differentiation of anew drug that is made by several 


different firms. Brand names promotion is one of the most widely used 


marketing practices, and is a major Cause of ALOn So arug prices. An 
overwhelming majority of drugs in the Indian Market are sold by their brand 


Names. There are an estimated 40,000 brand names on the Indian market 
whereas most developed countries have less than 10,008 brand names. Norway 
has only 1908, while Britain has only 6500. «ra» 


The Indian Pharmaceutical Guide, 1979 ,” “LPeee ye products at 
chloramphenical, #6 products of streptomycin, 99 of tetracycline, 48 of INH 
and 7@1 of all types of vitamins ~- mast of them branded. The price range 
within those branded but similar drugs can be as great as 100 per cent or ag 
Little as 10 per cent. sya. The use of generic names will eliminate this 
method of profiteering in drugs (fable XIII). : 


Table XIII: PRICING : GENERIC VS BRAND NAMES 


NAME COMPANY COST FOR 10 TARLETS 
(in Rs.) 


SATs SON bate Shree mente cheer eoate coset eae * tee eee owen oe oe ened eee ‘ . 
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Paracetamol (Generic Name) 0. SQ 
CAL.FOL Well-come eax 
CROCIN Duphar 2. “0 
PANAMAX Win-medicare 6.40 
FARAC IN Stadned 2.VW2 
FPREDIMOL, Uniloids 1.66 


sve aware seen cones raves sees mene suess Sins GuvOe Abe Stsns $hsen vemeD MBCe CUEDD s¥00y LEseS FOTOS SBrH Gomme eotes srebe Hest) sete? sotes eee 
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Source : Monthly Index of Medical Specialities (MIMS), Val.S, No.1Q, 


Verower 1965. Cf tegen Fondicherry Science Forum, 1984. 


| 


information published by the drug industry”. | 


a 


ee ee a 


Se ee ee ee ee ee 


——— 


The Hathi committee recommended abolition af brand names in a phased 


Manner . It selected 
alsa suggested the supply of single ingredient drugs only in generic names 


to gevernment &, MAUniei pal hospitals, & further recommended the introduction 
Of all new Single ingredient drugs to be under the generic names. 


Ste tN TRUE NOH AOLT® neURe WAY Hes Gene Oy SNOT HOLA Manns HON Ht I4ARY SeNES OOee Hé0te ween; wemty ueery musts wees 


(78) Cited in Majumdar & Das, 1984, p. 176. 


ones Oeeee whoa betes sbehe Hames behns seeee Seeme wide issue 


(71) Pondicherry Science Forum, 1984, Ae TS 


(72) A single brand may have more than one formulations hence, 
but only 40,808 brands on the Indian market. Gunaratne, 1979, 
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153 drugs, to be sold in generic names. The committee 


SANT Fee MOORS CERT AHRLE Famnn TONEE SHHEe 1 4NKE HAG SONNE Hoe Se Coy See HE NTs HOES AEE HONE MON HOES eee cmeee Hee Onn 


there are 62,022 formulations 


4 The advantages of using generic names as part of a national drug policy 
mere many. Generic names give full information about the class af drugs & 
its composition; eliminate profiteering through brand names; curb the growth 
of irrational combination drugs that only add ta the price but have no 
additional benefits; allow doctors to prescribe betterand understand other 
“prescriptions better, as well as keep in touch with new developments in 
pharmacy , as only generic names are used im medical & pharmacological text 
‘books, scientific medical journals and WHO publications. The doctor who 
has to deal with brand names is dependent on the drug companies for all 
“information about drugs. cys> 

; In January 1981 the Government announced, by way of implementing the 
| Hathi Committee report, that the brand mames of five classes of drugs would 
| be abolished as an experimental measure. These drugs were Analgin, Asprin, 
— Chioropromozine, Ferrous sulphate & Fiperazine. it also prohibited the use 
of brand names.in newly introduced single ingredient drugs, ard directed the 
medrug firms to prominently display the generic names in the drug labels. 
| However , this measure is opposed by the multinational drug companies on the 
| ground that branded products ensure reliability, since products of big, 
international companies are subject toa rigid quality control tests. «va» 


ts 
Ly 
i 


- Quality Control & Drug Legislation 


x 

i; ~ . rc ~ ‘ ’ . 

a, It is estimated that Z5 to 3@ per cent of the drugs in India are 
substandard and often spuridus. cre» A survey conducted in 1964 revealed 


yd 


| that out of a total of 218 samples collected, 135 sub-standard products were 
| manufactured by 25 multinational companies. <«7e> 
ee The quality of drugs imported, manufactured, sold & distributed in the 
country is regulated under the provisions of the Drugs & Cosmetics Act of 
1940, amended in 1955, 1948, 1962, 1964, 1972, %& 1982. fhe provisions of 
| this Act are enforced by the Central Drugs Standard Controlt Organisation 
7 which forms a part of the Directorate General of Health Services, and is 
functions of this 
manufacture and 


and which 


ig headed by the Drugs Controller of India. The main 
organisation is ta control, including ban, the impart, 
gale of drugs which are therapeutically irrational or hazardous, 


are prohibited in the country of Origin. «rr 


ie The Central & State Drug Control Administrations have a total strength 
of 600 drug inspectors, while the recommended ratio is one drug inspectar 
for every 25 manufacturing unite. and one for every 10@ chemist shops. Ry 
this criterion only the states of Maharashtra, Gujarat and Kerala have an 


cece ante comee seegs Cee Sim Goeth comms Miei> Sinay SS Cine GbtD Heine Gams ORNS STEN FRET cover cues reves Sarne wOInS ase cote seens cubes S008 SOREN GOTT CERN Stuns Senet SIRES Gomme SEneE ome SuE Sues enueT Somes senor 


In Sen Gupta (ed), 1985, pp. 178-175. 


Se Tis siseh seven weido sjeh woved essen butee Soten Cen sts <c00s SONS me ESS Cais SEneD. care een GED Sher Sere: eS mNNP Same pe wir® 


473) A. Sen Gupta, “Generic Names Versus Brand Names". 


(74) Ibid. 
(75)-R. Rainer, "Spurious Drugs”, Delhi Recorder, July 1981. 


476) UNI Economics Services Vol.III, No.3.5, January 1981. Cited in AIDAN, 1986m p.108. 


(77) GO1, Annual Report 1984-85, (New Delhi : Ministry of Health & Family Welfare, 1985), 


p. 42. 
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Uttar Pradesh with a population of 120. 


adequate drug inspection mechanism. 
million people has only 24 drug inspectors. <ve» 


The Central Drugs Laboratory, Calcutta, is the statutory laboratory 
under the Act. It is responsible for preparing the National Reference 
Standards. The Central Indian Fharmacopoeia Laboratory carries out 
investigations in connection with standards for drugs included in the Indian 


Fharmacopoeia. <r» 


(ores ontaD chems HerOe AOEED NOISD YORE OEY Ena) pOETS Sou Sonne eter wom oem 
corer ecoss seed ects wares sees senes ote entge fem AbOhO STE) FERS Soret cane GAfiY leteon cotet veto ctmbe Ho/e repre pene eéwvh eenm Guuet eames Sum <EED comune GBDRS tenet mene Genin Cavin faREe efur Mebes WOGS Hedin stacd Gabbe ania <UL TORY COULD CORED GRAMS GODS munis aetee Sues te 
. . nd 
} 


(78) Delhi Recorder, July 1981. 


(79) GOI, 1985, pp.’ 42-44. 
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INDIAN SYSTEM OF MEDICINE AND HOMEOPATHY 


1. INTRODUCTION 


; “Indian System of medicine" include all well developed, nan-allopathic 
system — of medicine and regimenes, namely Ayurveda, Siddha, Unani, 
Waturopathy (nature care), Yoga (and the Tibetan Amchi), which were evolved 
within the ancient civilization, of the sub-continent, or assimilated from 
“other ew Civilization. Hameopathy, intensively practised and officially 
recognized im India, Originated and evolved in Germany. This chapter briefly 
‘describes these different systems, and presents data reqarding their role 
-and development in the post=Independence period. ¢a> 


2. INDIAN SYSTEM OF MEDICINE AND HOMEOPATHY : A BRIEF DESCRIPTION 
(a). Ayurveda 


Ayurveda, based on the Vedas and described mainly in the Atharvaveda, 
is perhaps the earliest medical system. lt stresses positive health through 
“the blending of physical, mental, social, moral and spiritual welfare. 
|Disease is viewed as a state of disharmony in the body as a whole, resulting 
from the interaction of both external and internal factors. 


f Its therapeutic approach, guided by this comprehensive view of “health 
Pandill-health, encompasses dietetics, physical and mental hygiene, physical 
fitness and medicinal preparations from herbal, mineral and animal products. 
qm U 


(b). Unani-Tibb 


i The origin of the Unani-Tibb System is traced to early Greek medicine. 
| Its foundation was laid by Hippocreates around 459 8.C. but its present form 
evolved within the Arab civilization and was brought toa the sub-continent by 
| Arab Physicians. Wherever it has spread, the system has absorbed the best. 
ain local medicine. 


Unani believes that the human body has the power of self-preservation 
hodily (humoral? 


Cand adjustment, and strives to restore the disturbance ir 
equilibrium. (This would roughly correspond to the immurolomicai system of 
“modern medicine). The system therefore stresses those therapeutic methods 


5 eseoe unde cease sense, Sas ane sneey' cca Om OURn GI s0ts ORrEs SBeb? Fence oy0ep serge enews Seats toned suote seh sate GUONY ARSED. SOE SONI MENRD SSOGR ASSES SEEEE SSNS i 
= Reece abe aces mate css sein Was Acme tits es ves comes cena Senet cores corer Semen Hone Saw Sent Sime OG came Geees <i ERED many maven umm Fou paved Sene® eewoy ure ST” “TT” 


(1) Aspects of the social history of health culture development in ancient, medieval 
colonial India, is not dealt with in this chapter. Useful references on this subject are 
Charles Leslie, "The Modernization of Asian Medical System", in J.J. Poggie and R.N. 
Lynch (eds) Rethinking Modernization : Anthropological Perspectives, (New Yorks Greenwood 
press, 1974); D. Banerji, "Place of the Indigenous and the Western Systems of Medicine in 
the Health Services of India", Paper presented at the IXth World Congress of Sociology, 

, "Policies Towards Indigenous Healers in Independent India", 


Socialist Health Review, Vol. 11, No.3, December 1985, pp. 114-125. 


and 


(2) For details about Ayurveda see, P.N.V. Kurup, Bird s Eye-View on Indigenous System af 
: Medicine in India, (Delhi: Deepak Art Press, 1977); K.N. Udupa, Promotion of “Health tor 
» The Tara Printing Works, 1985). 


All" by Ayurveda and Yoga, (Varanasi : 
107 


(4) 


ss a fences, 60 that after 
—e the  oowe : the body's natural de ‘ 
hat PPA & the power of : ae mei ee ane Thee 
paige : the patient emerges with greater powers “ leap es her, 
inethods Pate herbal medicines, diet and digestion. or ciag : 
reliek heakily on its ten methods af testing the pulse. ex, 


(c). Siddha 


The Siddha system, also called the 4936 Flee Te 
practice toa lamil Nadu and a small part of Andhra yA Read ike ee ; toot an 
is in Tamil, hence its relative obscurity in North Michiel es oe Coane 
Ayurvedists claim that Siddha 1s only a ia oh ae a) a yu oa 
Siddha practitioners claim that it is distinct from, anc older ; 
Ayurveda Siddha principally uses medicines of (Wh Pe et On? 1d Ve ean y 


(d). Naturopathy ; 


Naturopathy, or nature-cure, is a heal th~pramoti ve way of life, rather | 
than a system of treatment. ft. fol Lows the ancient practtes af eae 
application of simple laws of nature pertaining to diet, Peet, exerci se soe 
mantal hygiene. [It views man as a whole, and seeks the cure for digease a 
the realm of the epirit (through self-discipline, ge@lf—-mastery and the laws” 
Of natured. There are two schools ef thoaugnet regarding the approach. oe 


believes in the ancient Indian methods, while the other adapts Western 
methods of physiotherapy. 


: 
Nature cure wees earth, water, air and Ssunliqnht, as for examp | e in 
hydrotherapy, hip bath, mud poultice and sun baths. It is mast effective As 
a preventive measure againgt the onset of CGisecse., com» . 
a 

(e). Yoga 


Yoga 18 an ancient philosophy and 
Significant provisions for the maintainance 
Cure Of certain chranie 


system of health Science with | 
af positive health, and for the — 
ailments, as also stress and PSychosomatic — 


bse Bors, 


Conditions. The approach FOCUSSes an improving the internal anNvironment or 4 
the individual through bedy anc breathing exercices fagana & pranayama), — 
restrained use of SeNSe organs (pratyahara), cancentration (dharna) and | 
MEGitatian (dhyana) , and the 


attainment of SUPEr“CONSCIOUSNhess (samadhi). (6) 


(fF). Homeopathy 


The Homeapathy Syat em originated in Germany , and was firgt ab sorbed 
Into the Indian BOCLTO-cuUl tural Milieu ain metropolitan Calcutta anc 


Ree ee ee eet eS 


) Hakkim Razzack and U. Fazal, "Unani Medicine", Reader's Digest, Fart a November /December 
1978: Central Counci] for Research in Unani Medicine (CCRUM), Research Activities in 
Unani_ System Of Medicine, (New Delhi ; Ministry of Health and Family Welfare, 1982); 
Kurup, 1977, 


SR Ae Re A ea ee car ee as i 


eG TA ee Emme ae me ate eer oe ee 


Kurup, reer Central Council for Research in Ayurveda and Siddha (CCRAS), Dimple Kemedies 
Of Siddha Medicine fin Tamil), (Ney Delhis Ministry of Health & Family Welfare, 1979), 


Kurup, 1977s 

Ibid; KN, Udupa, Presidential Address on the Occassion of the Asian Con Fess of — tim 
Grove Gepeneestion for Traditional Asian Medicine: (Bombay 6-9 Mar 

Group, Self Improvement, (Bombay ‘ 


ch, 1983); Yoga Sadhak 
> The Yoga Institute, 1988), 
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neighbouring areas of Kengal in the late 18th century. It is based on the 
assumption that a given cluster of symptoms in a sick person can be remedied 
by a drug capable of producing in a healthy person the same symptoms. This 
is known as the principle of Similia similibus; the therapeutic approach 
involves administration of infinitesimal doses of the drug in order to 
energise the vital forces of the body itself to effect the cure. 


In concluding this section, mention must also be made of the rich, 
varied and region or locality - specific lore of folk medicine, folk 


psychiatry, tribal medicine and home remedies, based on local flora, fauna 
and belief systems, which have evolved alongside the above more formal 
systems. The mass of Indian people have depended on these remedies for 


their cammon ailments, yet official effort and support for research into 
these remedies has been lacking. There is a need to collect, translate, 
collate and test these remedies, and widely publicise the validated ones. 
7> Another important source of indigenous health care are the traditional 
midwives or ‘dias’. However the role of ‘dias’ is discussed elsewhere in 
this volume. cea» 


3. POLICIES TOWARDS INDIAN SYSTEMS OF MEDICINE & HOMEOPATHY AFTER 1947. 


The role of the indigenous systems of medicine within the overall 
health care system, and their development, has been the subject of 
deliberation by several committees both in the pre~ and post-Independence 
periods. A revived interest in the heretige of medical practices of pre- 
British India, is associated with the rise of the Swadeshi mavement. The 
National Flanning Committee, established by the Indian National Congress in 
1938, resolved to absorb the practitioners of Ayurveda and Unani systems 
into the State health organization of Independent India, by providing them 
scientific training where necessary. ‘o> However, the Ehore Committee 
report, crm» Which became the blue-print for the development of health 
services system in India, was ambiguous in its assessment of the potential 
role of the indigenous systems. It observed that it was not in a position 
to assess the real value of these systems of medical treatment in the 
absence of investigations, and felt that these systems had litte  <o 
contribute to public health, preventive medicine, obstetrics or advanced 
surgery .« It called for the expansion of a system of medicine which was 
neither Eastern, nor Western, but based on scientific knowledge and practice 
belanging to the whole world. 


However , the 1946 Health Ministers’ Conference adopted the WNFC 
proposals on the subject of indigenous systems, and resalved ta make 
financial provisions for - 

(a) research, based on the application of scientific methods, — in 


Ayurveda & Unanis et 4: 
(b) the establishment of colleges & schools for training in Diploma © 


Degree course in indigenous SsyYSsStemss 


oo noe —) se seth caeen meee comme seewe aenee Spar eteee Noses Genes moNne Feene eotes oF nee 
sone seees Hee awe _ ee 

ene vee -- — 

Getes souls suses coesh Given SUSSS ARES OUND ONES COU Sis6¢ GEM GUbeD Wuube Guten soten cinee eens eteND GDM <OEEG SEIT URES SOUND SADT MESSY SONET COaEs SUNG CUED GLENS SERED GERIP SemD Sven <uPvY eee eee tee tte 


(7) For a report of a recent workshop on Local Health Traditions, see the Update Section of 
the Radical Journal of Health, Vol.1, No.1, June 1986. 


(8) See Chapter on Health Organization and Manpower Development in this volume. 


(9) National Planning Committee, Sub-Committee on National Health (Sokhey Committee), Report, 


(Bombay: Vora, 1948). 


(12) Government of India, Health Survey and Development Committee (Bhore Committee), Report, 
(Delhi: Manager of Publications, 1946). 
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(11) Report of the Proceedings of the Central Fro 


14) Government of India, A Committee to Study & Report 


course in Indian medicine for 


ic) the establishment of post-graduate 
sat Nar tte se ae “ 4 mses dt Gapee adicines 
graduates in Western me } | : | 
(d) the absorption of vaids and hakims as doctors, health workers 
etc., after scientific training where necessary s ee 
fe) -the inclusion of departments and practitioners of Indian medicine 


on official boards and councils. c¢aa» 


The appointment of the Committee on the Indigenous systems ot Medicine, 
under the Chairmanship of Col. ReN. Chopra cram to provide guidelines + rr 
the implementation of the above proposals, and for the absarptian and 
development of practitioners, was the autcome of the conference. 

The Chopra Committee’s report supported synthesis of the Indian and 
Western systems through integrated teaching and research. The integrated 
curricula would be designed to strengthen and supplement the weakness in ane 
system by the other, while research would focus on clearing Indian medicine 
of accretions of doubtful value and making 1ts science/art intelligible to 
modern minds. The objective of research would be the synthesis of Indian 
and Western medicine in order to evolve a unified system af medical relief 
and education which was suited to Indian conditions. The druas would be 
standardised. The Committee envisaged a 2 - tier integrated medical care 
system, which would involve indigenous practitioners with 6 months training: 
at the primary level and institutionally qualified (in integrated meadicine) 
persons at the secondary level. acs (This is similiar to the Chinese 
approach, and gained wide acceptance with the WHO in the 7@s). 


In general, the post-Independence period is marked by State and Central 
Government patronage to the professionalization of the IndianSystems and of 
Homeopathy, particularly with regard to education, requlation of practice 
and research. However this trend has not been tree of debate over policies. 
as discussed below. 


A. Establishment of Educational Facilities and Requlation a of Fractice 
In 1954, the Dave Committee <ia) WAS constituted by the Government to ~ 

study the question of establishing standards in respect of education and 
regulation Qf practice. The Committee formulated a madel syllabus for. the 
integrated course of S&S 1/2 years duration, including one year of internship. 
It recommended the establishment at faculties for Ayurveda in Universities 
and the upgrading of existing colleges by providing indoor hesedeal 
facilities and post-graduate courses. , : | : 


i A Pree of the Gidderent states te: iiese tecomesntueeet | 
varied. Some states established "Integrated" colleges which taught subjects 


Of modern medicine and & urveda con 7 
; ¥ eda Concurrently. In others, the "Shuddha" type 


ViSional Health Ministers’ Conference, cited 


é 


e 


2) Government of India, Committee on the Indi 
X : genous Systems of Medici 
Report, (New Delhi: Ministry of Health, 1948), ; spay: 


in Jeffery, 1985, 


(Chopra Committee), 


3) Ibid. 


) on the Question of Est ishi 
Standards in respect of Education and Regulation of the Practice of Ind igahaie eens 


Medicine (Dave Committee), Re ort, (New Delhi: Ministry of Health 1956) 
| ° 
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institutions emphasising pure training in Ayurveda, were established. 
n@ number of integrated medical institutions increased immediately after 
ae oPendence. According to one estimate, in 1958 of the 76 institutions 


2 The support for pure training. grew amongst the qualified practitioners 
ain the 1960s, posing a major issue for policy. The latter pointed out the 
*popularity’ of the indigenous practitioners; the higher cost of integrated 
ourses due to requirements of modern equipments the tendency to spend too 
much time an allopathys; the availability of indigenous graduates for rural 
me ectices and the inherent incompatibility of the two systems rendering 
meeegr ation impossible. The supporters of ‘integrated’ training however 
argued that science was universal; that the low cost argument would promote 
unscientific practice in rural areas and harm research and development; and 
aenat indigenous practitioners actually used western drugs and treatment. 
| The supporters of ‘pure’ training had gained Government support by the early 
se eventies. «aa 


fe Se eee ees ent od ae mee 9 cea a ee 


Educational Facilities 


. The Central Council of Indian Medicine (CCIM) established in 1971 and 
the Central> Council of Homeopathy (CCH) established in 1974, regulate 
| educational standards and professional practice among indigenous and 
| hameopathy practitioners. The Council have formulated a standard syllabus 
mror the under-graduate (and post-graduate in the case of the Indian Systems) 
| course, and are responsible for maintaining uniform standards af education. 


a 


| State boards are also functioning in all states for the regulation of 
practice in Indian medicine. «17> 

ne 
: There are (19982 estimates) 98 undergraduate colleges for Ayurvedic 
education with an admission capacity of” over 3,751 seats; 17 colleges for 
Unani education with S95 seats; 1 college for Siddha education with - 75 


Seats; and 23 colleges for Homeopathic education. with over 8,387 seats 


(Table I). 


. atewise distribution of these educational 


“There is a wide variation in the st 
"facilities. Some 66 per cent of all Ayurvedic colleges are concentrated in 


just Six states (Maharashtra, Bihar, Gujarat, Uttar Fradesh, Karnataka and 
| Madhya Pradesh), while Maharashtra alone accounts for some 20 per cent. In 
the case of Homeopathic education, the & states of Bihar, Maharashtra, Uttar 
| Fradesh, Madhya Pradesh and West Hengal together account for 89 colleges 
ma 7%) admitting over 6,326 students (Table I). Voluntary support for 
Ayurvedic education and colleges is largest in Maharashtra, Bihar, Harayana, 
| Tamil Nadu, Funjab and Delhi; Government supported colleges predominate in 
Madhya Fradesh, Uttar Pradesh, Andhra Fradesh, West Bengal, Assam and 


— “ ames eee eer seems women ante —ciaeea li csc cel ae eis Aiea Mem SA ae ‘sone me is ee Sm ees ste A es I IS PP WS oe en SD 
eee pete meets neers Hanes eens semen aeeee eee ert eaten rn nen eemee 


REm ened tacos renee vonee Seeet eee erat wees mane maeee Bow 


4 


(15) Kurup, 1977, p.30. 


6) Jeffery, 1985, p. 122. See for a discussion of the ‘low cost’ argument, G.A.A. Britta, 
Indian Systems of Medicine & Homeopathy, 


—— 


Community Health, August 1984). 


~ 
- 


47) Government of India, Annual Report 1784-85, (New 
" £Welfare, 1985). 
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Delhi : Ministry of Health & Family 
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imachal Fradesh (1980 estimates). cre» 


The post-graduate admission capacity for ayurveda 18 22% seats, spread 
ver various college departments, and those of the National Institute of 
yurveda, Jaipur (4@ seats), Gujarat Ayurvedic University, damnager 30 
eats), and Benaras Hindu University (2@ seats). There are 2@ seats for 
ost-graduate education in Siddha in two departments in Tamil Nadu, and 27 
eats for post-graduate Unani studies in departments at Hyderabad and 
ligarh. there is no post-graduate course in Homeopathy at present. «caw 

ll post-graduate institutions and departments are wholly fimanced by the 
entral Government. Four autonomous national level institutes, namely the 
ational Institute of Ayurveda, Jaipur, the National Institute of 
JOMEQpPACHY y Calcutta, the National Institute of Unani, Hangalore and the 
lational Institute of Naturapathy, Fune are responsible for evolving %& 
emonstrating high standards af teaching, training and research. «c«c2@» 


Manpower Position 


Table II gives the 1985 estimates of the number of practitioners of the 
Indian Systems of Medicine & Homeopathy in India, registered with the State 
Hoards of Indian Medicine & of Homeopathy. ; 


Table II s NUMBER -OF REGISTERED PRACTITIONERS OF INDIA SYSTEMS OF 


in deh Mit nnn Blom s~ SIS ee, att ceases sr coerenesbenating wrereseeencnes erenare samssesennanasoer sew e-S plenty ee Prversieten IIIa Ds Tae 


Bi cssne ceo core ons eres ei Sie Gee sane es Stem MEQ ER mem we Sm SE NN cectn tastes Gage thee Gitte, i ARE SES SE SAGE AONE SEED NE AND SP <n. SAS “SP oe sees cme tein nn nome Nh A tn OE SE moss esse ansoe caste setiy $enie then SOA nes Sete SEP OD SOM SRS Ee = 


ISM + H CATEGORY NO. OF FRACTITIONERS SFOFULATION (19781 CENSUS) * 
PER PRACTITIONER (CRUDE 
COMFUTAT ION) * 


ee eaees beaes Gnade cones Scnee Daren Steer vane cance secu on man tan ove man pons ane sai oe tS SSPE a a 


Ayurveda 232,190 ie2, FSi population 
Unani 27,756 224,704 
Siddha 11,476 1:59,7@6 
Naturapathy 1Q6 - 

115,71@ 4G, V22 


Homeopathy 
/ . 


All systems 297 4218 ist, 778 
% 4, 88,185,008 (1961 Census) 
* 4 more accurate comput ati or would adjust these Fiqures against 


wha renounce practice and those not 


those who would die, those 
number of 


in active life, which would be around 52 of the total 


practitioners. 
GOI, DGHS, CBHI, Health Statisti ce of India 198%. 


MOHFW, 1985), fable 15... 


Source: (New Delhis 


belong ta two cateqaries, namely those who 
have acquired a deqree/diploma from. a University/BRoard, and those who have 
obtained diploma after taking correspondence Courses and examinations , but 
have not undergone formal training. However, the registeration figure 


The registered practitioners 


— —_ eee eee —_ ceese canes voces evean cance meats Gipty <abee O000® | 
aoe aoe once cnene seene anes senes eenee weses poses penne veeee cneme © eacwe wosee SOsye seene Snes Senee a 


ral of Health Services, Central Bureau of Health 


(18) See Government of India, Directorate Gene of 
(New Delhi +: Ministry of 


Investigation, Pocket book of Health Statistic of India 1988, 
Health & Family Welfare, 1781), PP- 44-45. 
(19) GOl, MOHFW, 1985. 


(20) GOI, MOHFM, 1985. 


oe " third category of practitioners (mainly of ae ie 
re aumbers are estimated to equal those of the Gas} ‘eo ae 
registered. The latter mainly practice in the rural as ae thin 
experience as apprentices working with traditiona UB drigiosies a adel a 
second major controversial issue in the policy field has been 5+ (oeldaide : 
registration or ase of unqualified practitioners. The CEE a) s BPMN oO 

the Central Council tandardised registeration; the procedure however 


appears ta vary from Biot to state. coa 


systems) whose 


Growth Pattern 


At present there is one ISM + H practitioner per 1778 population (Table II). 
In rank order Ayurvedists top the list, with an average reati@o of Ts 
Ayurvedists per £751 population. 


fable IlIl indicates the overall growth in the number of Ayurvedic, 
Unani + Homeopathic practitioners between 1969-1991. In this period, the) 
overall aqrowth rate was 6,135 practitioners per anntm. However the quantum. 


of growth varies fram system ta system. The  munber of Ayurvedic — 
practitioners rose by 76, 419 in 1969-81 period, or by 6,368 practitioners 
per annum. However, Unani reqistered a neqative growth, and its number 


declined by 3,774 practitioners in the game twelve year period. Hameopathy 
Similarly recorded a drop of 1,201 ee so acy in this same period. 


Table III s SYSTEMWISE NUMBER OF. PRACTITIONERS. OF. INDIAN. SYSTEM OF 


pre Sreterr enosee ecerpess 


MEDICINE & HOMEOPATHY f_ INS SELECTED | YEARS (196971981). | 


a6 bewed se ne haeh seat on rs pend ewes heen Lasntes ot pro tonnes 
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SYSTEM 1949 1974 1977 1978 19a | 
0 ee ne ee 
(1) : (2) (3) eerie (8) (4) . 
Ayu verde 1,85, 828 1,68, 997 Pes Lo 2,28, @63 See OAT. 
Unani 24 S38 i oy AD 2, 454 fea Pee 
sti =o ae 1,42, 785 fate A 1 , ie eae 1,87, 49% 
| TOTAL FOR 2,980,872 3,27, 389 3,993,943 AOL, 943 O44, 496 
3 SVSTEMS | 


Te Srey Lee manee Sones meyer Neney ebm muew mene Stites Aeesy Abia ones ones. sewee Fates cdots ene ee eens eres ee eres eet teded ap he seated aa 
ee rene HAE mene HBS HORS bree yenee etesh Reee G4tH4 spney Serer soese 
nae snobs Fetes Apees stone anne Seeke Veta cede canes toree pore Meese faeee « Faewh bnwas need Fenty Anee eaten snnen cneee DAREe Hened Hoeee new 


* “Siddna figures are available anly for 1981, hence not included here. 
source: Columns (2) & 2 GOL, DGHS, CHIT, Health Statistics of | AD) & 


see ner eneneateeas 


| (3) AV7i~75, (New Delhi : MOHEW , LP AGS 
Column (4) GOL, DGHS, CBHI, Focket_ Berek Cc Of Heed th Statistics 
ae 3 of India 1977, (New Delhi: MOHEW , L978). 
Column (S) : GOL, DGHS, CBHI, Pocket Bock cf Hecibh Statistics 
Sab of India 1979, (New Delhi « MOHFW, Wage - am 
Column (4) 2 OT, DGHS, CBHI, Health Statistics of India. 1982 : 
. (New Delhi i MOH, dees). 


a2 In general, a definite decline im the mumber of these professionals is 
eben : + aie eee: 

aqiscernible. Even Ayurveda, the most Widespread of the Indiad systems, has 
+ ie 2 lee : - es ? 

declined or not kept pace with Population grawth in several States. Table 


IY highlights the regional growth 
2 agjianal c Fn patterns with 3} : : 
a Comparison of 1988 and 1981 data. PM aN 


ee ee ee es ss es = ~~ 
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(21) Kurup, 1977, p.25; Worid Health Or 
ganization Traditional Medi 
Ser tiona: Medicine Programme, Report on 
a_ Seminar, ares 1-5 April 1977 (mimeograph) , a ne haahaees cain “| 


ee ae te 
own oe oe me OS ae wae Hey Ont Ce Od On SE <e ate a 0 Os om om wy ow oe ee oe OS OF 


(22) Jeffery, 1985, p.121, 
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Table IV 1 STATEWISE APPROXIMATE POPULATION PER AYURVED PRACTITIONER A 
COMPARISION. 1958 AND 1981 < 


TATES & YEARS No. OF AYURVEDISTS AVERAGE FORULATION 
SERVED BY ONE VAID 


‘ 
sete tees ene —— — _ ee ee ee ee on — ome cowes Hee benen mete Gens HeTe SEE Semen Benet our SEAR Geah? Sheed GDde ‘Gone RNa atane aa ee = 
oe . — -_ ~- —_ “oe -— s+ ~~ " _ _ —— ee tee 


ndhra Pradesh 1958 1,365 2 10,911 


Aas Sere Maren Otte onte eunet man me man vance stems cium =e hes rine Sim tame Mees Monts orne fate Merman mete Hnet wee Fm 


asan- 1958 881 10, 26% 
1981 wets] 55, 6B 


os ne “e ” - oweee wees oem seems enate aw 
ne te nee FetRE nme Renee mee nian Smee 18 Caeh OG SOG Chnee NA AE SN SERENE OMY Some te one —_——— -— me Cee Fees we ete Wmes HOEY REE Saree SHbe SEATS Smee aetTD Steed end en Abe amb SOEED Sime Sine SEG Gmnet nme) GHEE SAGE PEERY GREET FEED semen GEE Sati HERE ShaH Sune GORE eambY Heme Some Stee Sener 


oes sees Sones seven shone 10000 mmen items seems esse sense 1019 entne Gunns mamas Sone SOUS (ures sem GUOe SIREE FASE Sines sineg SOtSG cemGn WG? Stuns SemNE StmEE ner srsed emmD Yant® -<=REN eum uORY ASE GEREN AUR ONE LENGH Ahad SOS SERN SONY SERA ene NEE ones SewH etusY Hemet Gunde Ateneo SEL ENE SENT EIEN EAE GOUT spU SER OR aN HOEY seus wetus ce muenY NEAT Heneh teen untt 


ing 19588 13,455 $4 507 
aharashtra 1981 26,32 ees = 4 
ammu & Kashmir 1958 6V@ 7,208 
1981 256 255208 
ee Ane caren sense eneee VeEne S6DRe SRE emeee Stee em Meee ee Me meme errs erm etten mmeee memes meee amma cases Woeet Wetet ctthe tenet WARS eammme ties Aenes GONE S090 90002 CEbED epReD anes aommD GBFED GIOED seus comes GuEES SOtEG SEDO! SREB GUE ORT SO0R RUteS AERO aEEROT GORD Rent etete OS=D ~orm CLOG eeu SemD cman eaencuemY GEE 
Lom 
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_ Cee cs con sain eae Se aap Re Reine as wad Sam Sew en wat ee an car cas emi Sie on Se RE Ses ine ae Ss ne sim ee ene one eee EN NED SO AN EE A eee 


meee et eee sete ere neens eee tamer 


Orissa 1959 900 8,156 


4 1981 17,238 967 
tes seces cers ents yetus vosve coees oumms 2am cate Sotny cotme Sunes Sere Sure Sie SunGn enue fees Sem eee <P See Gene cutee Heese 

— . peepeapreies << ~  S amaamaaia ees | : 
— Rajasthan 1958 9,148 1,84% 
a. 1981 15,899 2,145 


Uttar Pradesh 1958 325137 1,967 


ws 1981 41, @30 2,703 


+ te one er _ mee ee ee eee meee eects c0 tone cme abges web! Oats SER Son CER eee tet Hem me 
TT oo Laven ocmn maka 8 eee com aa So a en ee Se Pee ee SR ye Te Row Cum aap Sew Meme ASS ETSY _—— — — 


West Bengal 1958 14,287 7 
1981 | 4,671 a 3 


ee seen. coeeb caseen sven enn otis abite cater men aneme once diate owned cnnse avetn quent Catth exam CUNee Ginwy SiNEy MURS) MNES, GemyihNST SS 


— Delhi 19583 1,959 1,32 

ce 1981 2,871 2,150 

I foo ee ee ‘ 
| Himachal Fradesh 175a** 300 2,774 

| Manipur 750° * 200 ; —e 

me tripura on 225 2, 820 aa 
oa I elena aes arth soreh cain, srs cary cate AL 05m Oost NA Same Ew Genny ee. HE SE HSE «so as Salinl Keay pets palin eigen, Senne’ ass leon Dees BAe ene) S28 sees deuce cissn acess saith Bites tetas ehate Seu @ulle. Sse warte Sumy Seaet,oises Taeee’eatve saree ones Serer <= 

“la * Reorgani sed subsequently, hence data not comparable. a 

S ee There were no Ayurvedi sts reported in these places 1n 1981. 

2 Source +: For 1956: Government of India, Committee to study the Status 


of Ayurveda in India (Udupa Cammittee) , Report, (New Delhi : 


Ministry of Health, 1958) . Fi 
/ For 1981: GOI, DGHS, CEHI, i7es. 
115 


that qualified Ayurvedists have almost ceased te 
Manipur & Tripura. In Assam, West Bengal and 
of practitioners have declined, while Tamil 
&% Delhi have recorded lower growth 


It would appear 
practice in Himachal pradesh, 
Janome & Kashmir the ricumts err 
Nadu, Orissa, fa jasthan, Utcar Fradesh, 
rates visva-vis population growth. 


pend ne 


& number of reasons can be suggested to explain the drop 3332. 


a ‘ops & ose ses: ep, hie me ae z ~ ; 2 ¥ 2 ro search. 
rate of ISM ® H practitioners, but these need by Bc haa reseaa 
the reqistration of practitioners who had not 


(4) From 1975 onwards, 7 
college course of post-matric five years was 


undergone. a regular. 
stopped as a result of requlation. 

(2 Certain technical modalities such as the requirement toa register at the 
time of the IMCC election in 1983, may have helped to remove trom: the 
List those hereditary practitioners registered ‘for life’. 

(3) A high drop-out rate from practice, as most of the experi encem 

. practitioners are above SW years Qt age. | 

(4) Several colleqes have either stopped new admissions, reduced the number 
of seats, or have themselves closed down due to lack of prescribed 
Minimum amenities. 

(5) Natural death and old aqe. : 

(4) Graduates may be indifferent to registration.. Hence , thors i 
‘reality a larger number is entering practice, this is not reflected in 
they official records. ; 

(7) Inaccurate or poor reporting and coverage of data by the CHI. 


B Research | | * 


The Central Council for Research ain Indian Medicine and Homeopathy 
(CCORIMH) was established in 1969. Through its five scientific Advisory 
Boards, one each for Ayurveda, Siddha, Unani Homeopathy, and Yoaqa~ 
Naturopathy, the Central Council guided & supervised research activities in 
a number of institutions. It was dissolved in January 1979, and four 
central councils oan the lines of the Indian Council of Médical Research) 
(ICMR) were constituted. These are the Central Council for Research in 
Ayurveda and Siddha (CCRAS), the Central Council for Research in Unani 
medicine (CORUM), the Central Council for Research in Hameopathy (CCRH), the 


een ea Council for Research in Yoga and naturopathy (CCRYN). These four 
apex bodies, wholly centrally financed, aid, guide, develop and co-ordinate 


sClentific research through ai number of Central & Regional Research 


sii al Regional Regearch Centres, Clinical and Drug Research Unita 
etc. ee 


7 vee research activities include drug research, clinical research, 
Nearer care or medicare research, literary research and research on 


indigenous contraceptive drugs. Grats 


pie ee nacopoes al Laboratary for Indian Medicine and the Homeopathy) 
: ee OT atfices of the Ministry of Health & Family 
eirare, are national level laboratories entrusted with the responsibility 


of te “ . a ae ay yer md ne om 564 Bye ; ~ i : 
a one papamiabiatals 2 regarding single drucds and campoundformulations, 
anc tact a ek ie pega er ne ra sy . : 
ys ae Cells, BY oC cma The former has a musewn of medicinal 
plants which can facilitate the idantification of herbs 
‘| oe A = =} a» 


Mt A A OT OT ee NA CORR ONLY Hanes mines eeeS sane peny see cen wal sabes wound USHe4 eb 


(23) GOI, MOHFW, 1985, 


SE er ESN See Soe RS, Rep: team snang‘eeoad eacion sulbde noite att vie’ denis: Wiesh: agese-SGuae UEEERT EOE + AROS teen 2 ee Ren SRP RON SPOR Steg eenass 
, Com conve EMD eREDS Canne Genes Canes Cues 
HAOOe eeene ene meets sete wens: caine, : 


(24) Ibid. 
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a. The public sector undertaking Indian Medicines Fharmaceutical 
‘Corporation Lid. (IMPCL), a number of multi~nationals and several small 
scale units produce the drugs. Almost all state Governments have 
‘established pharmacies to supply drugs to the state's dispensaries 
vand hospitals. The primary source of raw materials for drugs have been 
natural resources, particularly forests, and to a smaller degree herbal 
farms. cae The drug contral of these systems are beijg enforced by the 
State Government under the Druas and Cosmetics Act. 


ihe top priority in research has been given to the preparation and. 
“standardisation of drugs. The Sixth Plan emphasised the need for co- 
-ardinated research efforts for providing drugs far communicable diseases 
such as Malaria, TR etc., as also Cancer, Diabities, etc., and for 

developing etfective methods of contraception. cae» 

A 


C Medical Care Facilities 


| Medical Care services under Indian System of Medicine and Homeopathy 
are provided by various hospitals and dispensaries functioning in the States 
(fable V). In addition the Government has established an Ayurveda hospital, 
and Ayurveda, Siddha, Unani dispensaries under the Central Government Health 
Scheme (GHS). There are a number of Ayurvedic Dispensaries under the Labour 
Ministry & the Coal Development Authority. 


D. Primary Health Care and Indigenous Practitioners. 

As mentioned earlier in this section, soon after Independence, policy 
| recommendations favoured the incorporation of indigenous practitioners into 
the national health services and the dev elopment of an integrated medical 
care system. However, this was never implemented, and the training of 
auxiliary medical personnel for the extension of rural medical care was 


preferred. 


In the early 1970s international concern was voiced in the World Health 
Assembly debates, that the existing health services in developing countries 
were not meeting the requirement of the majority. The two important 
developments for the promotion af national health ‘services were the 
adoption of the primary health care approach, and the setting of the main 
social target for Governments, of Health for all by 200@@ A.D. car The 
search for new programmes and strategies focussed on developing community 
participation through a variety of locally acceptable people like 
practitioners of traditional medicine. The joint UNICEF /WHO study «as, that. 
recommended the monilLisation and training of indigenous practitioners 
(including traditional birth attendants) , partly drew its inspiration from 
the Chinese experiment of harnessing the legacy of health culture to the 
needs of its vast rural population, and combining it with western medicine. 


cece eevee mete Seven Sass nents ners Soent acme: eeces eee ten CUT CGEeE Renee Free eeeen erent fener sane 
as enka erent S00e) stem tone waco Un mutts egter SED GRE ENED ED moses seem Hees Sere bine Senay to nee tate — 


nd Indian Reality", Paper presented at the Third 
2000 AD, Sept. 10-12, 1982 (Goa). 
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(25) C.R. Bijoy, “Health : Emerging Trends a 
Annual Conference on Nanpower Res ources for 
(26) Government of India, Planning Commission, Sixth Five Year Plan 1998-1985, (New Delhi: 


Planning Commission, 1981), p.372. 


(27) World Health Organization, [he Work of WHO 1976-1977, Riennial Report of the Director~ 
3 World Health Assembly and to the United Nations, (Geneva § wo, 1978). 


General to th 


(28) V. .DjuKanovich and E.P. Mach (eds), Alternative Approaches to Meeting Basic Health Needs 


in Developing Countries, 
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as At the mational level too, the 1970s witnessed a resurgence of 
| discussions related to the incorporation of indigenous practitioners for the 
| speedy delivery of medical services to the rural areas. The launching of 
the Community Health Worker Scheme in 1977 was an attempt toa involve rural, 


institutionally non-qualified, traditional practitioners 15s voluntary, 
paramedical community workers. 


The ICSSR/ICMR Joint Study Group <2» recommended the development of a 
| national system of medicine through the ‘Synthesis’ (and nat ‘integration’ ) 
of the different systems. Subsequently the National Health Folicy was 
formulated, which assigned an important role ta Indian Systmes &% Homeopathy 
in the delivery of primary health care, particularly for preventive and 
promotive aspects. This is based on the assumption that there exist a large 
number of practitioners in urban/rural areas; that the cost of treatment is 
lower than allopathy; that practitioners enjay high local acceptance 
and respect and therefore exert considerable influence on weal health 
beliefs and practices. «sm» 


However, studies have shown the declining utilization of indigenous 
remedies by the rural population, and the growing preference for injections, 
antibiotics and other allopathic medicines. This has resulted in the growth 
of large numbers of Registered Medical Practitioners (RMPs) at the expense 
of Yaids and Hakimss and has resulted in the latter's adoption of allopathic 
drugs. This trend is attributable to the neglect of, and poor investment 
in, the Indigenous Systems, both before and after Independence. «aa» The 
same author also points out the growing popularity of these systems amongst 
the urban, educated sections, due to the fewer side-effects. 


The following steps have been set out in the Sixth Plan «s2, for the 
development, of these system. These are also reiterated in the Seventh Flan. 


q 30m > 
Frevention of growth of sub-standard educational institutions. 

a) Adequate financial support to existing recognised institutions for 
improvement in quality of teaching and research. 

3) Introduction of modern & scientific methods af investigation & 
equipping students with adequate knowledge of subjects like physiology, 
pathology, anatomy, etc. 

4) Developing curative facilities under these systems through more 
hospitals/dispensaries, erc. 

=) Co-ordinating all research efforts to ensure purposive and fruitful 
research. 

6) Standardisation of the pharmacopoeia and manufacture of high quality 


drugs. 


(29) Indian Council of Social Science Research/Indian Council of Medical Research, Health fc 
All - An Alternative Strategy, (Pune t Indian Institute of Education 1980). 


(38) GOI, MOHFW, 1985). 


(31) Banerji, 1978. 


(32) Government of India, Planning Commission, Sixth Five Year Plan 1980-85, (New Delhi: 


Planning Commission, 1981). p.378. 


(33) Government of India Planning Commission, Seventh Five Year Plan 1985-90, (New Delhi & 


Planning Commission, 1985). p.278. 
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terms of the total financial allocation for the 
ms of Medicine and Homeopathy has steadily grown: 
The total outlay of 43.25 crores (40 crores 

for Central programmes and 3.25 crores for Centrally Sponsored Progr 

in the Seventh Flan represents a substantial increase over the Sixth Plang 
outlay. However, the ISM %& H outlay has always remained under five per cent 
of the total health outlay, and this proportion has declined considerably! 
from the Fifth Plan onwards (Table VI)). 


Government patronage in 
development af Indian Syste 
over the seven five year plans. 


Table VI : OUTLAY ON INDIAN SYSTEMS OF MEDICINE & HOMEOPATHY IN THE ) 


PLANS. 
(Rs. crores) 
FLAN HEAL. TH INDTAN SYSTEMS FROPORTION: OF OUTLAY 
OUTLAY &% HOMENFATHY ON ISM & H TO TOTAL 


OUTLAY ON HEALTH 
(FER CENT) 


: 

(1) | (2) Cae (4) | 
First Flan 65.3 Q@. 40 Q.61 | 
(19% 1-56) : 
Second Flan 140.8 4.@@ ee 84 
(1956-41) . 
Third Flan . Latha? 9. BO 4.34 : 
(1961-64) | : . 
Fourth Flan 335. 5 15.85 4.72 | 
(1969-74) 
Fifth Flan 760.8 OF Fe =. 44 : 
(1974~79) 2 
Sixth Flan 1821.1 29. 2 1.6@ : 
(1980-85) ~ 
Seventh Flan 3392.9 AR. 255 io q 


(1985-9@) 
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Sources # Col. (2), % Sixth Plan outlays : GOI, DGHS, CBHI, 1984, Table 
4:3, 7 | 
Col. (5) (First to Fifth Flan): GOI, DGHS, CBHI, Focketbook 
of Health statistics of India 1974; (New Delhi : MOHFW, 
1976), Table LS : 
Seventh Flan outlays : GOI, Flanning Commission, 1985, 
ANNexure Lied. 


The above Table only provides data on the Central expenditure. Apart 


from this each state also makes financial provision for ISM & H, but faire 
varies greatly from state to state. 
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Population in India 


Trends in mortality and fertility indices 
Age structure and fertility 


Population Policy and Family Planning in India 


Plan Period : 1951-86 

Organisation of the family planning 
programme 

Clinic approach 

Extension approach 

Camp approach 

The national population policy(1976) 
Integrated approach 

family planning methods 

Pattern of financial allocations 
International assistance 

Sixth five year plan 

New population control approaches 
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POP TION, HEALTH AND VELOPMENT 


(1. POPULATION IN INDIA 


| The 1981 census placed the current population of India at 685 million. 
| It is second only ta China’s 971 million. ca> Table I demonstrates the 
pattern of population growth in India in the 20th Century, based on Census 
calculation. Till 1921 the growth pattern fluctuates; over a long period 
population had grown slowly due to high mortality from famines and 
epidemics. After 1921 the population registered a steady increase. The 
death rate decreased from a high 47 per thousand in the decade 1911-21, to 
Zi per 10@0@ in 1951-41, while expectation of life at birth increased from 2@ 
years to 31.8 years in the same period. This decline has been attributed to 
plague eradication, 

control of other communicable diseases like malaria, famine relief, 
preventive. and other public-health measures and the advancements in medical 
science. eas During 196%—71 the death-rate in India was 19 per 1000 
population, so that over a course of SQ years (1921-71) there had been a 
decline of S9.7 per cent in mortality rates. However the birth rate did not 
register a compensatory trend, declining by only 14.34 per cent in the same 
period. lt decreased trom 48 per 100@ in 1911 to 49/1000 in 1931-48, and 
stood at 41/1008 in 1961-71. It is obvious that if the rate of population 
growth is to be checked, it is the birth rate which needs to be reduced. 


in Mortality and Fertility Indices 


_qeeennerensenseneerseenerssenens sone seamemees saaliete eeeee . castnttanssanes sansoaass ++ seabeoressnens ses sesvenenaveasnsnsn ts iiey seRenene *seresenanes on OF 


Decadal variation in percentage decline of birth and death rates since 
1921 reveals an interesting trend, especially in the case of fertility 
(crude birth rate). . 


Mortality has declined at a consistent pace averaging 17.5 per cent per 

decade between 1921-61 (Table I), thus indicating the impact of various 
health programmes, at least on the survival of the population that has 
crossed S years of age. However infant and childhood mortality (as also 
maternal mortality) remains very high, and are crucial in determining the 
trend of fertility. Infant Mortality Rate (IMR), which was 148 per 1000 
live-births in 1947, was estimated at 126 per 1000 in 1978. In 1980, deaths 
of children under SS years of age cantinued toa account for hearly 44% of all 
deaths. cm 


The overall death rate stands at if per 1Q0@ population (1983), but it 
shows wide variations between different states, and between urban and rural 
population. Rural Uttar Pradesh with a death rate of almost 17 per 1000, 
rural Madhya Pradesh with almost 14 per 1000 and rural Rajasthan with 14.4, 
contrast eharply with the death rate of 6.7 per 1000 in rural Kerala 
(Table I]. 


scoue ssete wees atts cents Sonim laees, Abs sneee Gem aise Seaes eoeey Mahe mete Swe 
gates eoeet erem cctes sicee cannes Gone seman cere 00s caemn Goes rete ete meee Seem auton mee 

~ one eee eee mene ee cee sveee fense costs Seen came eoent Goace ote: aana unt mivee 
pens Sens Cxens opens <5vED enase uous abies iets stuwt carey enine wares mente axe seeee Grace eueer Genes GHEES Seed ewwas SES _ _ 


(1) Beijing Review, 1981, p.13. 
“(2) A.A. Bhende and Tt. Kanitkar, Principles of Population Studies, (Bombay : Himalaya 


Publishing House, 1778), Pp. 95-96. 


mas; .See the chapter on Health of Women & Children In this volume for a discussion of infant 
& child mortality, & maternal mortality. 
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enters teh meee ta —nmeemnntantinens At ot hee amarmen ohare 4 Same 


Table IV 1 STATEWISE APPROXIMATE POPULATION PER AYURVED PRACTITIONER A 


OEE seeks Heres vahen Henne Hemet OEE SONNE “tent HES Aemte mates Sie comme HeBe Hone — 
emeiensadiatantiamedlinssntiaeetmesdiastiie aed Cd 
At AO Neeee eee noes SY FEE Stee Newt Gems whe HEE LN AOE HeHKY Attn eee memey Meneses wntAE HEE Fhe Hate 
« eee eet net Ae Mees ONE FE SONY SESS SN Sate HET LONE ARNE A A AT StF 


STATES & YEARS No. OF AYURVEDISTS AVERAGE FOFULATION 
SERVED BY ONE VAID © 


hoe 
fe 
Pt 


i Sie se were wen tots dah set swe ome owe ao tes tees ste ste meee eeee ~ 
— s+ es tenes S990 ctene ermes cant O90m omnes sete deter om S 
. oe Oe ene RE eee eee ee I AOE MER MOE ON FORE RAE MOEN eed Fnne SEED Mente enme Gabe Mtn en Sane Mem Suen MitiE fant * 
“ ~~ — 
- a ek ed 


Andhra Pradesh 19589 1, 36% 10,911 
cae ; 5 


Re ee ~~~ eee ee 
if 1958 881 19, 26% 
ie ¢ * ese 
1984 SSo 335,668 
petew eres meee poems Sa 168m tenes sane Senet ame Shere Meee Hts Harel Sth He comes See cme SOO Greet Gee HN eS Em Hom eum Gene SEE SERN ARG HER NIE CORR HOY SOK. URE Hm Fm Nae Mme Nims eoens MOS Hen Hmm mtg Meas mim ead eaten nani Soeme, Atte . 


| Bihar ~ re 14,311 z,718 


ea Rm meee rene nee nee He nn eee 
ciate Giete chess ote tease eee sims GS St HEE CEE US FOE EE CEE Ses WE AHF SD SOS COUR GORE GHEE SO SOHN OFRN GU omm UE sane eum cam Mon, mem tom cutee mum eumes MOEN GONE Game Ombw etune eH 
- fee bane See Met ete Me Seem Fane hme Mees eee Hes Fath Sem mma Sane ene OEE Seen SOE ey Atm eetY 


eal 


; Mysore 1958 %,Q08 6,258 


Kerala 1958 19,189 1,334 
1981 £1,938 2,301 


Cae cain ee ees aoe te YE ue si ene ee cm ot sm li an a ema ee emer, eu ao SS 


Madras 1958 9,56 | 3, 3QS 
Tamil Nadu 1981 7,145 4,76@ 


ed 


| Punjab" 1958 2%, O43 644 
% | 19814 17,23 967 


piace em aatbs <tdty ant Sie beset GeO 4G SEES Gl SiGe GON SIE SES wens wes <u elm atm Sew Sun SEE Sey SOY seem See eens So eek eenes Nore ere Stem ane” eee Femme omer 


Rajasthan 1988 9,148 1,843 
e 1961 15,899 2,145 


fees: seem some Aeneas mevas ates SEUSS GEaDE entes Hanne SEES arent eunet eaumE nee dees ores est GiGey ven tes ion Stet anew Siem OE SN AAT RAT sae IN SRE ND DOLD aD amd ‘OSTe POE ePIRG olewe omey SS SV 


| Uttar Fradesh 1958 32,137 1,967 
1981 41,a30 2,703 


ee ial oe eee ann See Gears Neem mew vere ears Sot oe ete am enete em ees ve OG ORE em ae SE NOS Hey SIN ONY SO — mae om 


West HKenqal 198 14,287 
19767 4,671 Soe ee 


Bee ley ceed ie Ot ain Peete SOC SOAs Sie Sint Aer ais omy meee Gens aaeee oes Sere eEeT Yorn? ST ceeee 1es0e «eine $0000 cakes Memes <tme aSe mame outs stots Sénee rene? 


Delhi 1953 1,858 1,362 
1981 2,871 2,158 


Himachal Fradesh ifser* = zg 77® 
Manipur ; 1i9se°* 200 ; 2, 866 
Tripura — i9s3s°* via eye 


vo sobre vonpe upeee issen soteh <onet sine’ <ieell SSG mite <aeee SOW Cates G0tey case wane shore wwvey Ona” ee 


* Reorgani sed subsequently, hence data not comparable. me 
ee There were no Ayurvedists reported in these places in 1981. 
Source + For 19588 Government of India, Committee to study the Status 
of Ayurveda in India (Udupa Cammittee), Report, ‘(New Delhi & 
Ministry of Health, 1958). 
For 1981: GOI, DGHS, CRHI, 1983. 
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It would appear that qualified Ayurvedd sim) hae gente: he a 
practice in Himachal pradesh, Manipur  %& Tripura. mn ASSAM, West barnes and 
; number of practitioners have declined, while Tamil 


é p 
& Delhi have recorded lewer growth 


Jammu & Kashmir the ; 
Nadu, Orissa, Rajasthan, Uttar Pradesh, 


rates vis~a-vis population growth. 


a 


A number of reasons can be suggested to explain the drop in the qrowth 
of ISM & H practitioners, but these need further research. 


rate 


(1) From 1975 onwards, the registration of practitioners who hac not 
undergone a regular college course af past-matric five years wage 
stopped as a result of requilaticon. 

(2) Certain technical modalities such as the requirement to register at the 
time of the IMCC election in 1983, may have helped to remove from the 
list those hereditary practitioners registered ‘for life’. | 

(3) & ohooh drop-out rate from practice, as most of the experienced 
practitioners are above S@ years of age. 

(4) Several colleqes have @ither stopped new admissions, reduced the number 
of seats, or have themselves closed down due to lack of prescribed 
Minimum amenities. : 

(S) Natural death and old age. ee | 

(6) Graduates may be indifferent to regirstration.. Hence, though in 
reality a larger number is entering practice, this is not reflected in 
the official records. : 

(7) Inaccurate or poor reporting and coverage of data by the CHHI. 


— 


B Research | - 


| 


The Central Council for Research ain Indian Medicine and Homeopathy 


(CORIMH) was established in 1969. Through its: #ive scientific . AdviGgars 
Boards, one each for Ayurveda, Siddha, Unani Homeopathy, and Yoga~ 


Naturopathy, the Central Council guided & supervised research activities in 
a number of institutions. It was dissolved in January 1979, and fouls 
central ‘councils on the lines of the Indian Council of Médical Research 
(ICMR) were constituted. These are the Central Council for Research in 
Ayurveda and Siddha (CCRAS), the Central Council for Research in inane 
medicine (CCRUM), the Central Council for Research in Hameopathy (CCRH) , the 
Central Council for Research in Yoga and naturopathy (CCRYN). These four 
Apex bodies, wholly centrally financed, aid, guide, develop and co-ordinate 
scientific research through ai mumber of Central  & Regional Research 


oe Regional Research Centres, Clinical and Drug Research Units 
etc. , Se 
Pe i, ie “4 ee a - * m4 iM My . 
The research activities include drug research, clinical research, 


health care or medicare research, literary research and research on 


indigenous contraceptive druaqs. (tats 


tt the Pharmacopogi al Laboratory for Indian Medicine and the Homeapathyv 
Meacts 2k x Laboratory, both Qffices of the Ministry of Health & Family 
eitare, are national level laboratories entrusted with the responsibility 


or le Ps " rg pe ak ies ee | iy key, epee 4 “ i 
Sd ee sa standards regarding single drugs and compoundformulations, 
Ltcy esting procedure. C4 > The former has a museum of medicinal 


plants which can facilitate the identification of herbs 


Oo (met AO tee welt inte Ones Smmte sehee fetnn semte = 
—_ ome ee ORD sate Med bee ey Meta seed pete 


(23) GOI, MOHFW, 1985, 


NY Rete Mane anes mone meme Meee aime mene tents pend: eRe errs NeCt¢ canes creme cima wees sores sere ms tee “ieee toned ermes eevee semen oneee Hees sneet 
+ ered meee, 
~ 
nAe SONY tenes seers 
a ROH nH eRE none caeiy ntted eeeet eneey ember eomee stews 
a ~ eee aanee * 


(24) Ibid. 
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Fertility indices: The decline 
averaging 2.8 per cent per 
registered sharp fall (11.72) 
crises of the Independence struggle. 
crisis baby-boom with tre birth rate rising by 4 


between 1941-51 due to the deepening political 


fertility thus pushing up the growth rate dra 
decade (1971-81) crude birth rate declined 
fertility rate went down from %.2 per woman to 
due to the 


programme during the national ‘Emergency’. 
19200 population (19683 estimates) varies from 40.0 per 1000 for Rajasthan, 


by 1@ per cent and total 
3.6 per woman (Table = IT (a)) 


38.5 per 1000 for Madhya Pradesh, 38.4 per 1000 for Uttar Fradesh to 24.9 in 


Kerala, 27.8 in Tamil Nadu and 28.7 in Karnataka (Table II). 


Age structure and Fertility: The present population is estimated to be 
growing at arate of 2 per cent per annum (Table I). Given the already wide 


population base, this means an addition of 13.7 million people to the total 


population every year. The implications of this addition are serious. For 
example, almost 40 per cent of the population is made up of the @-14 age 
group, resulting in a high dependancy ratio for India (@.75 as against @.49 
to @.%6 in the developed nations). ca, Ketween 1971-81. the age structure 
has shown some variation, with the percentage distribution of population in 


the @-14 age group declining from 42.02 per cent to 39.54 per cent. 


Consequently in the reproductive age group (15-44 years) there has been an 


= 


increase from 41.73 per cent (42.03 female) to 43.24 per cent (43.4 female) 
(see Table III). 
Table III + PERCENTAGE DISTRIBUTION OF POPULATION BY AGE-GROUP, 1971 
AND 1981. | 
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2 PERSONS MALES FEMALES PERSONS MALES FEMALES 
Aiea 14.51 14.15 14.90 12.59 ea 12,87 
3-9 14.96 ~—=14.86 13.07 14.07 14.02 14.12 
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source # GOL, Registrar General & Census Commissioner for India, 1984, 


Statement 3, p.26. 
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(4) World Bank, World Development Report:1983, (Washington : World Bank, 1983). 
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in the birth rate was negligible upto 1941, 
decade since the 1911-21 period. It howover. 


The 1951-61 decade represents a post: 
.5 per cent per annum (Table 


i) The census decade 1941-71 did not. see any siqnificant decline in 
: stically. Hut in the following 


accelrated camp approach and the coercive family planning 
The overall birth rate of 34 per. 


. 
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2. POPULATION POLICY AND FAMILY PLANNING IN INDIA 


Any government has a choice of two broad alternatives by way of a 
population policy: pro-nmatalist or anti-natalist. Mortality decline 18 an 
universally accepted goals the main target of any statement on population 
policy is human fertility. Most ceveloping countries today are persuing 
anti~-natalist policies which aim at fertility control and decline, and are 
governed by the concept of family planning or planned parent-hood. 

India was the first independent country in the world to adopt a policy, 
in 1981, of reducing population growth through a government sponsored 
national family planning programme. & decade earlier, in 1941, the 
health sub-committee of the National Flanning Committee of the Indian 
National Congress, had identified population growth as the cause of poverty 
and underdevelopment. «sas» The plan documents have recognised population 
growth as one of the important factors determining the rate of economic 
development. The First Five Year Flan «ce, stated that, "The recent increase 
ine the population of India and the pressure exercised on the limited 
resources of the country have brought to the forefront the urgency of the 
problem of family planning and population control.... population control can 
be achieved only by the reduction of the birth rate to the extent necessary 
to stabilize the population at a level consistent with the requirements of 
national economy". Faced with a rising birth rate, the Third Plan cv 
stated that “the objective of stabilising the growth of population over a 
reasonable period must therefore be at the very centre of planned 
development". 


Plan Period: 1951-86 

Family Planning has been given a protressively higher priority in each 
development plan. The budgetry allocations have risen from Flan ta Flan 
(Table IV). ce> 


Organization of th e Family Planning Programme <-> 


& family planning cell was established in the Flanning Development 
Section of the Directorate General of Health Services in i952. Since its 
inception the programme has been the responsibility of the Ministry of 
‘Health. It is centrally sponsored and financed but the primary 
responsibility for implementation lies with the states. 


The organizational structure of the programme has been modified witt 
in policy and perspective. Hy the Third Flan, a full 


each successive shift : 
was established within the Healtt 


fledged Department of Family Flanning 


le oil Gib dal tas Ure ken cet eo mae wet on he ee —— 


(Chairman Jawaharlal Nehru), Report, (Bombay: Vora, 1949). 
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(5) National Planning Committee, 


First Five Year Plan 1951-56, (New Delhi 


(6) Government of India, Planning Commission, 
Planning Commission, 1952), PeJos- 


(7) GOI, Planning Commission, Third Five Year Plan 1961-66, (New Delhi : Flanning Commissios 


1961), p. 25. 


(8) See also the chapter on Nealth Expenditure in this volume. 


(9) See also chapter on Health Organisation & Fersonnel Planning in this Chapter. 
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Ministry and the latter was re-desiqnated the Ministry of Health and Family 
~Flanning. fy Central Family Planning Council (CFPC), with the Union Minister 
_for Health and Family Planning as its chairman, and including all state 
health ministers, was set up to review the progress of the family planning 


|programme and to make policy decisions. Similar councils were established 
mat the State level. 


a et Tt 


a At present policy formulation is done by the Union Government in 
consultation with State Governments. At the Centre, an Additional Secretary 
cum Commissioner (Family Welfare) supervises the secreterial and technical 
divisions of the Department of Family Welfare, as well as programme 
implementation in the States. . 
The. Department of Health and Family Welfare of each state has a family 
Welfare Cell, headed by an officer of the rank of a Secretary, to co- 
ordinate family welfare activities. Each State Directorate of Health and 
Family Welfare has a Family Welfare Bureau headed by the Joint “Director of 
Family Flanning and Maternal and Child Health. There are also the 
District/City Family Welfare Bureaux, Rural Family Welfare Centres attached 
to Frimary Health Centres, a net work of sub-centres, Urban Family Welfare 
Centres in-urban areas and post partum centres attached to hospitals at the 
district level and sub-divisional levels. <¢1@> 


| Clinic Approach 


Since India was the first country to organize a nmational family 
planning programme, she had no Third World model to follow. All her 
concepts and ideas regarding family planning were adopted from the West. 
The clinic approach was followed in the First and Second Flan periods in the 
tradition of the family planning clinics and the planned parenthood Movement 
in the West. Such clinics were already established by voluntary 
organizations like the Family Flanning Association of India (FPAT) 
(affliated to the International Flanned Parenthood Federation), and the Red 
Cross. 


Clinics were established in urban and rural areas. They functioned on 
the assumption that those who needed family planning would on their own 
intitiative approach the clinics; the approach ruled out any attempts to 
reach out to the people. The officially sanctioned method was the rhythm 
method, and the clinics offered services for women rather than for the 
couple. The 1961 census figures showing a decadal grawth rate of 21.6 per 
cent and an increase in population from 36.18 to 43,91 crores (Table-TI), 
demonstrated the poor outreach of the clinic approach and its lack of 
impact on birth rates. caa> 


Extension Approach 


The Third Flan (1961-66), taking its cue from the community development 
movement im the United States, adopted the extension approach. The emphasis 
was on educating the people, in order to changing their knowledge contents, 
atitudes and behaviour regarding family planning. Influential formal and 
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(New Delhi : Ministry of Health and Family 
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(12) Government of India, Annual Report 1984-85 
Welfare, 1955), pp- 185-106. 


Oliv Bb. Raina. Family Planning Programme ¢ Report for 1962-63, (New Delhi : Ministry of 
Health & Family Planning, 1963), p.v. 
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informal leaders from different subgroups of the population were first 
: they were encouraged to gain knowledge and take interest: in 


ified; i ; 
identified; small family norm among their own sub= 


popularising the accpetance of the 


group. cam This would involve the active participation of panchayat: 


samitis, village develapment,committees and other Groups , and resulted in 
the deployment of a large number of family planning extension workers. cass» 


“ 


In the mid-sixties the programme was expanded and efforts were made taj 


popularise the intra uterine device (IUD). 


Cea perasi cee ioren Ee or nag mee ane tion dias: Maeemnsnseneerrhorcaeas msg 


The first mass vasectomy camp in the world was organised by the” 
Government of Maharashtra as early as 1961 caare In 1970 a massive camp was 
held at Ernakulam in Kerala which: achieved a performance of 15,0057 


vasectomies over a period of a month. The camps began to be favoured by the 


Department of Family Flanning and in LP 71-72, ot per’ cent: of the total fm 


Million vasectomies were performed in mass CAMS carey The success of the 


earliest camp was attributed to good organization, special precautions to - 
minimise surgery risks, the festive atmosphere that dispelled any notion of — 


secrecy and embarassment, and the government co-operation at all levels. 


However all the camps were not successful. Deaths and post-operative 


infections due to the aor quality of service and insufficient Supervision, 
aS ale¢o a certain element of coercion in the way acceptors were being 
breaught for vasectomy, caused a setback. The number of sterilizations fell 
from 3.12 miklion (1972-773). to 7.42 lakhs (1973-74) (Table Vv). : 


The Ministry of Health and Family Flanning decided to play down this 


approach in spite of its impressive record and reduced the family planning | 


budget by 6 crores in 1975-74, the exact amount that had been earmarked for 
Vasectomy camps. The reason given was that in a larger perspective: these 
Camps were counter-productive and that they required very careful management 


and precautions to make them & success. The latter was only a guise for the 


inganitary conditions in the camps that had resulted in Several deaths. ‘<ares 


The National Population Policy (1976) cay 


The National Population Policy was declared in 1976 during the National 
Emergency. The: aim was to reduce the birth rate from 35 to “2 per 10@@ 
Population by 1979, and to 25 Per 1080 by 1985. The various approaches 
outlined in the statement included certain political MEeASUreS, Such ag 
BEeviding ~“G percent of central assistance to state plans specifically 


eerie ee ne eh eo iceman aetna ne eee co oat vtoey 
tooo ome pene cease tense, 


{12) Bhende and Kanitkar, D776, 6.535, 
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(13) See also the Chapter on ‘Health Education’ in this volume. 


(14) "Vasectomy Camps in Satara" Family Planning N i 
eles ee ce ’ y Q News, Vol.V, No.3, 1964, p.20, cited in 
(15) Bhende and Kanitkar, 1978, p.539. 


16) "Civilized Presure but not coercion", Peg le, Vol.III, No.4, 1976 


17) Government’ of India, National P lati ; 5 aati 
: ween ehai ropuiation Policy, (New D : 
Family Planning, 1976). ’ w Delhi Bi oko of Health and 
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against the state’s family planning performance, and freezing representation 
: the Lok Sabha and the state legislatures an the basis of the 1971 census 

for the next 25 years. The other . measures included raising the age at 
marriage to 18 years for girls and ail years for boys, special hess ee fora 
raising the level of female education, vigorous MCH work in the field of 
child “nutrition, and including health education and population dynamics 
studies in school curriculi. However, the most controversial part of the 
statement was -the proposed legislation for compulsory sterilization of 
couples with a certain number of children. Only one state, Mahar ash eras 
actually: tables the legislation (Cumpulsory Sterilization Bill of the State 


of Maharashtra: L.A. Bill No. XXV of 1976). 


in 


The period ‘of the Emergency A ra al A) was one of spectacular 
achievements for the family planning programme. Some Fae = million 
sterilization were performed in 1975-76, achieving an increase of 97 per 
cent over the previous year. Im 1976-77 the performance rose to 8.11 


Million showing an increase of 210 per cent (Table V). Targets were 
overachieved, and the birth rate was estimated to have fallen to 34.3 per 
1000. crs» The programmes achieved their greatest success im the north, 
which traditionally has had a low level of acceptance. The national capital 
New Delhi surpassed all other areas with 477.6 per cent achievement of 
sterilization targets (1976-77). 


A close look at this period shows the skillful use of incentives (a 
feature of Indian Family Flanning Frogrammes for over 20 years) and 
disincentives. Great pressure was applied through many kinds ~ of 
disincentives or panalties which became a permanent feature of the compaign. 
Se ea ee range of penalties covered were astonishingly large. The 
sterilization Operation became necessary for Jobs, ration cards and 7 
licences". cag) . 


The policy was implemented in away that was an assault on human 
dignity. There were allegations that UNSCrUpPuUdUs motivators, lured by the — 
Prospects af financial rewards, displayed little discrimination in draqgqing 
adolescents and impotent old men to the aperating table. Several deaths 
were blamed on insanitary camp Arrangements, cae, 


The Integrated Approach 


In principle, the integrated approach to family planning was recognised 

as early ee. whe First Plan. The Second Five Year Flan clarified that 

Family Flanning Service is likely to succeed if the clinics are asgsaciated 

with maternity and child health (MOH) work or with centres which provide 
medical aid and welfare services, Cia . 

However it was in the Fifth Five Year Plan (1974-79) that the family 

planning programme was mad@ an integral part of the Maternal and Chiid 
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18) Government of India, Family Welfare Pro 
ae - —teltare rrogramme in India Year Book 1981i- ete 


19) Margaret Wolfson, Changing Approaches to Populati 
alanging Approaches to Population Problem, D 
(Paris: OECD and World Bank, 1978) p.4i, = oot ae “ooo 


<®) People, 1974, 


21) GOI Fami-l Planning In Indi = 54 - 5 | 
Pe ie ~ ee Ja__- April 1956 - November 1958, (New Delhi : Ministry of 
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Health _and Nutrition Services. The change in strategy was expected to 
result in greater acceptance of the programme among the people c2z2z». These 
services formed part of a bigger package called the Minimum Needs Programme. 
Its various components, ranging from education and health to environemental 
improvement , was expected to have an appreciable impact on the socio- 
economic status of the people and consequently, a greater impact on their 
fertility behaviour. 


The Union Minister of Health asserted at the World Fopulation 
Conference at Bucharest in 1974 : "“Fopulation policy is thus one of the 
several vital instruments and it cannot be effective unless certain 
concomitant economic policies and social programmes succeed in changing the 
basic determinants of high fertility. It has truely been said that the best 
contraceptive is development". cas» 


At present the special schemes under the family planning programme 
include - | 

(a) immunization of infants and pre-schoolers against DPT: 

(b) immunization of expectant mothers against tetanus; 

(c) prophylaxis against nutritional anaemia among mothers and children; 
and 

(d) prophylaxis against blindness caused in children due to vitamin A 
deficiency. 


The advent of the multi-purpose workers (MFW) scheme in 1973 has given 
a filip to the integrated approach. Under this scheme, it is envisaged that 
the integration of health and family planning activities and nutrition 
education will take place from the subcentre through the Primary Health 
Centre, and from the district levels to the States. <«za> 


Family Planning Methods 


The family planning programme has adopted the ‘cafetaria’ approach 
regarding the methods of contraception. All methods are offered ta the 
people. These include the rhythm method, conventional contraceptives like 
diaphragms, jellies, foam tablets, condoms (Nirodh), the intra-uterine, 
device (IUD), the oral pills, and male/female sterilization. Each has 
received emphasis at varying times, starting with the promotian of the 
rhythm method in the early fifties, followed by the foam tablets. Vasectomy 
and condoms were popularised only towards the end of the fifties and in the 
early sixties. In the second half of the sixties the IUD was given a 
central place in the programme. With the decline in its popularity due ta 
complications and the requirement for a permanent method, sterilizations 
were stressed. Later oral pills were made available and, at present, these 
are distributed free of cost to acceptors along with conventional 
contraceptives. The latest popular technique is laparoscopic tubectomy. By 
Sist October 19784, 2,@71 trained laparoscopic teams were available in the 
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(22) GOI, Fifth Five Year Plan 1974-79, (New Delhi : Planning Commission, 1976), p-9- 
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(23) Karan Singh, Population, Poverty and the Future of India, (New Delhi : Nationa 


Institute of Family Planning, 1975), P.de 


(24) GOI, Family Welfare Planning _in India - Year Book 1974-75. (New Delhi $ Ministry 0 
Health & Family Planning, 1975), p15. 
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(25) GOI, 1985, p11. 
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Retween 1°01-o4 
7.7 million (from an average 


Ninet er cent of this useage | : 
Sees ted all over India through the (a) Free distribution scheme, (b) 


Depot holder distribution scheme and (c) The Nirodh Marketing Programme. 
The latter programme recorded a sale of 198 million pieces in 1985-64. <2» 


ef 3 to 3.5 millon in the 1973-81 ge een. 


“ae! 


The Medical Termination of Fregnancy (Induced Abortion) Act was passed 
in 1971. A total of 10,132 doctors (provisional BPC ES 2 have ee trained 
in MTF technique since its inception, while a total os ee pregnancies 
are reported tao have been terminated upto December 1984, ‘#7 


The Janata Government (1977-79) ruled out the use of coercion which had 
marked the Emergency period, and stressed the welfare approach to family 
planning, i.e. preventive health services, sate water for drinking, adequate 
sanitation, and the integration of family welfare programme with other 
welfare schemes for nutrition, shelter, clathing, food, edtication and 
women’s welfare. The designation of the programme was changed from “Family 
Flanning’ to ‘Family Welfare’ so as to reflect the Government's anxiety to 
promote through it the total welfare of the family and the COMMUNA ty» The 
programme was made wholly voluntary and educational. 


The Congress Government, which returned to power in ISsa, also 
stressed the integrated approach by including the Family Welfare Frogramme 
in its new 2M—-point programme. 


Pattern of Financial allocation 


The trend in financial allocations in the Five Year Flans for family 
planning and health present a an interesting picture (Table IV), 


The financial outlay for family planning rose by 219@ per cent from the 
First to the Second Five Year Flan. This is understandable as the 
allocation in the former period was negligible. In the same period the 
investment in the health sector increased by 116 per cent, while that of the 
total plan increased by 138 per cent. 


Between the Second and the Third Flan, the allocation to the health 
sector grew only by 6@ per cent, whereas family planning took another leap 
forward, achieving an increase of 1032 per cent. In the three Annual Flans 
that followed, and in the Fourth Five Year Flan, the health sector 
allocation remained almost stagnant, whereas that of family planning rose 
sharply. The health sector continued to be neglected till the Fifth. Flan, 
when the Bucharest Conference Shifted the focus to ‘development’. 


The Fifth Five Year Flan adopted the strategy of an assault an poverty 
through the “Minimum Needs Frogramme’. For the first time, health received a 
priority over family planning. The trend in the ratio of family Planning to 
health allocation was reversed. It changed from @.84 in the Fourth Flan to 
0.72 in the Fifth Plan, and fell to @.55 in the Sixth Flan, which was also 
the average for the Period 1951-19985 (See Table IV), . > 


The reversal in the trend of allocation was a response to the universal 
experience of the developing countries, that high rates of infant mortality 


(26) Ibid, p. 118-119. 
(27) Ibid, 9.120. 
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the number of conventional contraceptive users rose to 


is claimed by Nirodh (condom). It is@ 


- oa esa Saas 
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The pate ae Year Flan adopted the strategy of an assault on poverty 
through the “Minimum Needs Frogramme’. For the first time, health received a 


Ber saraty over tamily planning. The trend in the ratio of family planning to 
health allocation was reversed. It changed from 0.84 in the Fourth Flan to 


@o.72 in the Fifth Flan, and fell to 0.55 in the Sixth Flan, which was also 
the average for the period 1951-1985 (See Table IV). 


The reversal in the trend of allocation was a response to the universal 
experience of the developing countries, that high rates of infant mortality 
were responsible for the resistance to the ‘small family’ norm. The 
traditional hypothesis that improved health nmecessarily accelerates 
population growth was discarded, and an alternative hypothesis that high 
rates of infant mortality encourage high fertility, gained widespread 
political accepiance. «ze, This change in thinking resulted in a.new slogan 
and target for the developing countries, namely "Health for All by the year 
2000", at the International Conference On Frimary Health Care Approach at 
Alma Ata in 1978. . 


However the ratio proportion of allocation between family welfare (Rs. 
3256.3 crores) and health (Rs. 2392.89 crores) is the highest ever in the 
Seventh Flan (=@.96). 


India, like most other developing countries, has received liberal 
assistance for population control from foreign (western) governments, 
multilateral agencies (UN, WHO etc.) and private Foundations (IFFF, Ford 
Foundation, Rockefeller etc.) (See. Table VI). These funds have fluctuated 
between 8 per cent and 23 per cent of India’s public expenditure on family 


Table VI : DETAILS OF THE INTERNATIONAL, ASSISTANCE TO GOVERNMENT (1976— 
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77__TO 1981-82) 
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NAME QF THE ASSISTANCE RECEIVED (RS. IN CRORES) 
FOREIGN : : | 

AGENCY 1976-77 1977-78 1978-79 1979-8 198@-81 (1981-82 
IDA/SIDA 6,013 4.@2 2.7661 8.8122 1.7 8.56 
NORAD 2 ,o216 4.62353 3. £@ 5.@481 3.7672 6.3847 
UNICEF @.895 0.536 G.20 @.88as 1, 8332 a ye 
DANIDA @.45 0.3539 2.46 @. 68344 Q@.858 at eae 
WHO) ". ae 2% o. a * QO. AMAH2 
UNFFA i aan 5.97202 12.@812 5. 7S0S 2.5789 3.3154 
SIDA 1.6516 3.4316 2.2144 @. Qo @.177@8 » 

FRG 0.2809 eee ie “a Q@.@5 2 *< 

UE: oe @.9244 2» 245 Q@. 86 0.5338 3.00 
USAID as oo: <Z oe QO. 2203 1.82 
TOTAL 13S;2783 20.9074 24.476 22.8704 12.8704 27.2453" 
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weeks cos eetee eeses cee Stems Cae SERS Cte Seem Saree eee omens neneE SuOme 
ceowe cocks tyrt0 <00@ ctent Seven Setup acess GPSS SOV some Ooba> conde CEs Siem SEND woe cme” 
recs snes eps aupwe Shen Sian Cmte ecw bore CEA SL meme comee enete Gorm seen Cumty CARN OSS 


: Frovisional . i 
Source » GOL, MOHFW, 1982, Table H-S, p. 175. 
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Paper No.412, (Washington : World Bank, 1988). 
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planning in the seventies (Table VII). 
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OREIG | FERCENTAGE TOTAL GOVT. FERCEN- PERCEN- 
ig pany ASSI- CHANGE EXFENDI TAGE TAGE OF 

STANCE RECE- TURE CHANGE FOREIGN — 

IVED (RS. CRORES) ASSISTAN~ ~ 

| CE TO TO- 

TAL EXPEN — 

DITURE © 
ey 7.35 in ie Pe i i? 9.22 
ts, 5.45 —24.5 37.85 —27.4 9.73 
1974-75 7.78 38.2 - 62.05 Y aes. 12.54 
1975-76 11.77 iy ee 80.41 29.9 14.48 
1976-77 13.27 1227 172.98 114.4 7.67 
1977-78 2Q.01 50.8 %. 34 ~46.0 21.44 
1978-79 24.48 S28 107.56 15.2 22.76 
1979-82 22.52 ~ 9.4 118.51 10.2 18.79 
1980-61 12.87 -Ax.4 141.92 19.7 9,07 
1981-92" 27.25 Litee 182.90 29.4 14.82 

1972-1982 152.54 oe 1098.47 a 13.8865 
* S Frovisional 


Source +: GOI, MOHFW, 1982, Table H-S, F.176. 


It can be observed from the trend in foreign funding, that as India’s ~ 
camp approach got established and targets were being over~achieved -(eee — 
Table V) the amount of aid also kept/pace. For example, in 1974-77 the — 
target achievement for sterilizations was 192.2 per cents; as a result 
foreign aid for population control increased by 3@.98 per cent in the 
following year (Table VII). It decreased sharply during the Janata 
Government’s tenure, but a year after the Congress (I) came back toa power 
and target achievement was once again streesed, aid rose by 111.1 per cent. 


Sixth Five Year Plan 
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~The Sixth Plan incerporated the recommendations of the Flanning ; 
Commission Working Group on Fopulation Folicy (1980). cae, These include 7 
the adoption of the long-term demographic goal of reducing the net — 
reproduction rate (NRR) to 1.8, from the Present 1.67 by 297976 for the 
country as a whole, and by 2@@1 in the states. This would imply: 


(i) a reduction in the family size from 4.2 children 2.3 childrens: 
fil) a fall in the birth rate to 21 per 1002 population; 7 
(371) reduction in mortality rates from 14 per 108@ population (1978) to 9 


eae and in infant mortality rate from 129 to 6@ per 1@@@ live 
irths; 


(iv) protection of 60 per 
22 per cent (1981); 
‘v) stabilization of the population at around 1209 million by 205@ A.D. 


cent of eligible couples as against the present 
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(29) Government of India, Planning Commission sixth Five Y ; . 
oixt ear Plan on ' 
Planning Commission 1981), pp. 374-75, ‘n tive year Fian 1980-85, (New Delhi 
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> This goal of protecting 78 million couples as against the current 
achievement of 27 million (1980-81)  ¢sxm., is unfortunately being achieved by 
taking advantage of the poorest sections of the society. The strategy of 
encentives, i.e. financial compensation for acceptance of sterilization, is 
directed at the rural poor with monthly, incomes below this sum, Today the 
total amount for every tubectomy is Rs, 200/~, and for a vasectomy Rs. 180/~ 
cma The poor particularly fall prey to this ‘carrot’ in the December - 
Harch period when employment is scarce, savings are ebbing and the family 
planning work-force is stepping up pressure for acceptance, in order to 
fulfill lagging targets before the end of March. In Maharashtra, reputed 
Bor the best performance rates in terms of meeting family planning targets, 
S3 per. cent of sterilizations and 69 per cent of IUD insertions for the year 
1982-85 took place in the December - March period (Table VIII). 


The burden of family planning acceptance is increasingly being borne by 
‘women (Table IX). From the fifties to the sixties there was a decline in 
the number of female acceptors of sterilization, but in the post emergency 
period there has been a sharp rise in the percentage of tubectomies. LUD 
% is similarly on the rise, further adding to the mumber of female 
acceptors (see Table X for the estimate of male and female acceptors in the 


State of Maharashtra). 


Table X 1: USERS COVERED BY STATE INTERVENTION __ (| MAHARASHTRA). 
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1981-82 1982-83 
2975244 411467 


Tubectomy acceptors 


IUD acceptors 4Q698 94124 

Oral Pill users , ; 25525 55407 

mI OTAL FEMA'.E ACCEPTORS ... 361467 $61196 

- Vasectomy 199360 210757 

Condom *(non-sterilised persons) Z4A2ZAS9 3056911 

TOTAL MALE ACCEPTORS) «+--+. AAL S99 517668 

Total Acceptors 802864 1@78846 

Percent female acceptors . 4S pa a 

Percent female tubectomies 60% 66% 
Includes diaphragm, jellies, foam tablets, but number of 


Car, 
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= 


users are insignificant. 
: Compiled from Document No. SFWR/D *& E/GOL7ANN-OON/82-85, 


Joint Director of Health Services, Government of 
Maharashtra, Funey, July 2@, 19785. : 
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responsible for this situation. The male 


There are several factors 
the fear of harassment or humiliation 


belief that vasectomy isweakening$ 


Se a 
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ae -------------- i at: 
(30) If an average growth rate per annum of 1.5% is assumed, then the female population in 
f 1996 would be 405.28 million. Assuming that 40% of the female population (i.e. 162 


E million) would be in the reproductive age group (15-44) and 80% of these would be 
married (i.e. 1308 million), then 68 per cent couple protection would mean covering 78 


million couples. 


431) GOI, 1985, p.117. 
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from the community if the wife of a vasectomi sed man becomes Wglld aiee a 
to vasectomy failure of ‘transitional fertilization, lea ing pen: ca 
voluntarily accept tubectomy to protect themselves from humiliation); , 
main thrust of the family planning campaign being through the Maternal ands 
Child Health (MCH) programme, thus making women automatically the targets; 
the combination of high infant and child mortality rates and the adver sa 
status of women, which reinforces the traditional male attitude that if ; 
man is not sterilized, he can take on = another wife and procreate.— 
Furthermore, women who have to bear the burden of child-bearing and rearing, 
quite often voluntarily accept a non-terminal family planning method - 
(sometimes even terminal) without the knowledge of their family MEM ELS = 
And finally, the abuse of vasectomy during the ‘emergency’ period has > 
discredited the method among the male population. 


New Population Control Approaches 


New family planning methods are being emphasised in an attempt. too 
overcome the stagnation in the birth rate at the 1979 level of 33 per 1000. 
population, and to achieve the 6@ per cent couple protection rate by 2000 
A.D. from the present 35 per cent. The accent today is on spacing methods 
and the ICMR is testing long-acting hormonal’ contraceptives for this 
purpose. Nor-Ethisterone ~ Ethanate (Net-En) is an injectible contraceptive - 
that prevents preqnancy for 2 months after administration, while Norplant _— 
Il is a subdermal hormonal contraceptive implant which remains effective tor | 
OVer a& Y@AM. cars However the lack of long-term stucies to assess the risks 


of injectibles & implants has raised a controversy regarding their — 
introduction in the Indian programme. ? 
3. POPULATION, HEALTH AND DEVELOPMENT ‘ 

As indicated earlier, India’s strategy to tackle the problems of | 
Poverty and impoverishment has been through the reduction of human — 
fertility. This emphasis in India’s development strategy has emerged not 


fram an understanding of its own problems, but from the aggressive promotion — 
Of the neo-Malthusian school of thought dominant in the developed nations of — 
the West and spearheaded by private organizations, both national and 
“international. <a> - 


The experience of the developed countries has shwn that resource 
Utilization and production were not canstrained merely by population growth. 
Infact with industrial growth and improvement in medical care, the developed 
countries witnessed a much higher Population growth rate than the developing 
countries, right upto World War Il (Table XI). Only after the war, when 
drastic declines in martality began to be recorded in the developing 
ea did their population growth rates outstrip that of the developed 
world. 
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(32) GOI. Annual Report 1984-85, (New Delhi ;: Ministry of Health & Family Welfare, 1985), 


P.1@7; Indian Council of Medica) Research, Summary Highlighting ICMR Research Activities | 


During the year 1984-87, (New Delhi : ICMR, 1986), p.34-36, 


(33) For the history of the population control movement spearheaded by the USA, see Bonnie 
Mass, Population Target : The Political Economy of Population Control in Latin America, 
(Canada : Charters Pvt. Co., 1974). For an analysis of the social and political forces 


influencing the Indian Programme, seeD. Banerji, Health % ; 
; neait ( Family Pl 7 
India, (New Delhi : Lok Paksh, 1985), pp. 237-245. anning Services a 
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This trend of an increasing population growth rate in the developing 
world is, however, viewed within the Malthusian perspective by the developed 


nations. In the early ifth century, a cohesive poptlation theory was| 
formulated by T.H. Malthus in his book "An Essay on Fopulation and its 


Effects on the Future Improvement of Society". According to this theory, 
poverty wat the natural outcome of population growth, since as the power of 
population to multiply was greater and it would out-strip food supply. He 
advised the concious checking of population as otherwise natural checks like 


Table XI s TRENDS IN WORLD POPULATION 1950-1981 
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By half-centuries 
175@ fs 791 201 ee EIQ 75 
1802 ees 978 249 23.4 735Q aoa7 
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1900 ed 1,650 S73 6S. 1 Kug7 7 ‘haz 
19552 | aes 2,56 8557 49.5 1,649 53.1 
By decades 
19a@ —— 1,65 573 zs 1,77 ve 
1918 ec 1,778 55Q 13.5 bei2s 4.4 
192 aa 1,837 e682 4.9 1,755 y oe 
19350 Be 2,044 759 {2-2 1,285 1452 
19408 ee 2,267 821 8.1 1,446 12.5 
1952 oo BY S@S 9557 4.3 1,449 14.@ 
19468 ce: « 2,995 976 13.8 2,@19 22.4 
1970 ea 3,621 1,084 titan 2,537 25.4 
198 se 4,454.2 8 2.8 3,338.9 31.6 
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Source +: 1750-1970 : United Nations, The Fopulation Debate : 
Dimensions and Ferspectives, (New York =: UN, 


D9 7are- VOL, Pols is 


1981 World Bank, 1983. 


as otherwise natural checks like famine, epidemics & diseases would occur to 
maintain the balance. The developed nations have put forward the theory of 
the ‘population bomb’ ticking away in the developing counteries, and have 
increased aid for population control. 


The consequence of accepting this theory has been the neglect of other 
sectors more crucial to the allievation of misery and poverty. Historical 
evidence clearly indicates that inspite of heavy investments in population 
control, fertility has not responded. There is enough data to indicate that 
without significant reductions in infant mortality rates, without female 
litracy and participation in jobs outside the household, and without a shift 
in the structure of production and employment in favour of industry and 
service, a Significant decline in fertility will not be forthcoming. The 
Gandhiagram study «xa» conducted in selected Villages of Tamil Nadu has shown 
that higher birth rates correspond with higher infant mortalityrates, and 


cere see meee eee oneet Seeee Seems nee seen ane 


(34) K.M. Pillai et al, ‘Caste, Status & Fertility in Rural Areas of Tamil Nadu’, Bulletin of 


Gandhigram Institute of Rural Health & Family Planning, Vol. VII, No.l, 1972. 
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i ; 3 lity rates are considerably lower among 
e birth rates and infant morta oe 

ge socio-economic status groups. In turn, indicators of sacia ap Ag 
status such as education, income, occupation and caste have been found to be 
significantly related to infant mortality rates in rural and urban areas. 


¢309> 


Integrated development, aimed at ameliorating conditions of at hess tf 
inequality and ignorance, needs to'’He emphasised, (me? and this pe ve 
must be applied within the context of the existing socio-economic reall ies. 
In India, as in most other developing countries with large agricultural 
economies, the persistence of high fertility 15 a functian of the structure 
of economic production. The nature of the production process and the 
prevailing poverty (Low incomes) make it expedient for the household ta have 
a large family in order to maximise different sources of income, and 
especially 80, when most of these opportunities coincide in a particular 
season, 1.-@. monsoon months in India. cs 


Under these conditions children are highly cost-effective. The cost of 
their up-bringing is far less than the benefits accruing from their numbers. 
They are the sole source of security in old-age ina country where there is 
no social security for the poor. Children contribute substantially to the 
household econamy through their labour in the fields, out-door . activities 
such as fetching water, fire-wood etc. and household maintainance wor k 
including baby-sitting, cleaning and SO On <xe>-s 


Integrated development must not overlook these economic realities. 
Fopulation. and health issues become meaniningless when the lowest four: 
deciles of the populatian do not have adequate resources toa SUCVIiVE. 
Furthermore, when family planning activities are assigned to health 
functionaries on a target basis, the health component of primary health care 
gets submerged and people develop a distrust towards these workers. CRD 


acs sc sc ance ah thane ch wl ts tr gh eed Clr i beh A SU tne samo ses Spm enh cv ae Cc creo eat eres nnr esc oar nen ora a 


(35) S.N. Singh et al "“OnInfant Mortality", Indian Census Centenary Seminar, 23-29 Qctober, 
1972, Paper III (New Delhi : Registrar General of India, 1972). 


(36) ICSSR/ICMR, Health for All (Pune : Indian Institute of Education, 1981). 
(37) R. Chaudhary, Social Aspects of Fertility, (New Delhi : Vikas Publishers, 1982). 


(38) oe! ‘The Economic Rationality of High Fertility’, Population Studies, 31(1), 


(39) See the chapter on Health of Women & Children, Section on Maternal & Child Health, in 
this volume. ; 
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HEALTH OF WOMEN. AND CHILDREN 


1. INTRODUCTION 


Today there is world-wide recognition of the fact that women aS a 
Groups even in the most developed mations, suffer a wide variety of 
disadvantages. An equally neqlected section of the society are children 
who like women, lack organised articulation of their problems and needs. sn 
this context, it is necessary to reassess the existing health delivery 
system in terms of its sensitivity to the situation of these two vulnerable 
groups. This chapter presents a brief account of some of the health 
problems faced by women and children in India. 


é 


2. HEALTH PROBLEMS OF INDIAN WOMEN 


It has been receaqnised that women face health problems throughout their 
life-cycle,ca» starting from sex preferences in infancy, discrimination in 
feeding practices, biological vulnerability during the reproductive period, 
the effects of repeated pregnancies, to special problems such as nutritional 


anaemia and maternal mortality. The low social status of Indian women, 
their marginal: presence in the market economy and the male bias at all 
planning and policy-making levels, are responsible for the grossly 


inadequate attention paid to women’s needs in the strategy for development, 
and in health planning in particular. This becomes clear from the following 
discussion. 


A. SEX DIFFERENTIALS IN MORTALITY AND MORBIDITY 


Unfavourable sex-ratio : The sex-ratio has been falling from decade to 
decade; it declined from %72 women per 10900 men in 1981 toa 93@ women to 
every 1@00@ men in 1971. The 1981 census shows that the trend is halted 
although the sex-ratio continues to be unfavourable to women (Table 1f). 


The state-wise ratios show wide variations. Kerala is the only state 
where women outnumber men ~ 1022 females per 1000 males (1981). The. 
situation is worst in the case of Uttar Pradesh (885), Haryana (87@), Funjab 
(879), Jammu & Kashmir (892), Assam (901), Nagaland (862), West Hengal (911) 
and Rajashthan (919), with the ratios being appreciably lower than the 
national figure. «a> 


This imbalance cannot be attributed ta the differential patterns cf 
migration, but is probably due to the higher rate of mortalityamang women n 
in most age groups. In India, unlike in the developed countries, the life 
axpectancy among females has been lower than among males until 1971 (Table!) 
Ry 19780 the gap appeared to be closing. However average figures are 
misleading, and the death rates among female children under 4 years of age 
are distinctly higher than among male children, in all but four states 


———— oe 
_— aes 3 acne +4 ee eee ema Oe 
So ra oases eS See -——_— 


(1) World Health Organization, Women and Heaith: Report of the Meeting on Women and Family 
Health, (Geneva: WHO, November 27-30, 1978). 


(2) 1981 Census Figures, GOI, DGHS, CBHI, 1984, Table 1.2. ; 
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s Table I: SEX-RATIO AND LIFE EXPECTANCY AT BIRTH (CENSUS STIMATION 
ey census a: SEX-RATIO EXPECTATION OF LIFE AT BIRTH (YEARS) 
a YEAR (FEMALE 900 orca nena 

ae FER 1000 é 
“ MALES) MALES FEMALES 
. > raj ee oa rn tia 
ena 1901 972+ 21 OS Sra 
ete 1911 964 22.59 23.3 
3 1921 955 19.42 20.91 

1931 950+ 26.91 26.56 

en 1941 PAR + 32.09 31.37 
ie 1951 946 32.45 31.66 a 
i 1961 941 41.89 40.55 
i. 1971 9% 446.40 44.70 

1981 O35 (a) 55.12 54.31 (p) 
3 a a a ee we ei nwa Da Sha os ce ne cee re 
‘* NOTES : + Excludes Fondicherry 
¢ (a) Frovisional figures 


(op) Revised Frojection of the Expert Committee on 
Fopulation Projection. 


seen eereeen sey teceusees nenyes etevemenessates e47) 


(N. Delhis MOHFW. 1984), Tables 1.1 + 2.11 


Source: GOI. DGHS, CEHI Health Statistics of India, 1984, 


(Kerala, Tamil Nadu, Assam and Andhra Pradesh) of the Indian Union (Table 
rl). aoe 


Table IIs SEX-DIFFERENTIALS IN DEATH RATES (@-4 YEARS) IN SELECTED 
STATES IN 1980 


Ame eenae seven NOnsG Sowah wonie Soles weet Mevre eante aon aes SunG tenet tunes Swe coum ObUTS SbOG! OUODD Seng meSEE GUMS Gat Ween weeds Funds emese SOWES mOhes Sovey ctoe SemOG <OLiS Etes mene Wifes beet emtet sonee cbtED SETS GEES putes SEStS cEate. ‘neal Mivas Sta ensss sotte Gods euetn aries tenes Gases SucSO tines Seute soups GsesD Gets anes! pSuS ObS=S 


STATE DEATH RATES (@-4 YEARS) 


MALES FEMALES 
Haryana sh Tay ; 42.9 
Uttar Pradesh JG. oF 66,1 
Madhya Pradesh a a ke ar 
Punjab La 30. @ 
Himachal Fradesh 22.6 | 203 


Source : Registrar general of India, cited in C. Gapalan, 
"The Mother & Child in India", Economic & Folitical 
Weekly, No.4, January 26, 1985, p. 160. 


The mortality rate for female infants in rural areas remains significantly 
“3a e- chan those for males (Table Le a ie 

Secio-cultural factors such as the deliberate 
children, and to alesser extent female infanticide, work 
superior biological capacity of the female child to 
comparztive neglect manifests itself in the blrased distribution of food and 
access to health facilities within the family. 
projec! initiated by the Christian Medical Colleg 
female Sane ~ particularly the second female ~— in an undeprivileged family 
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A comprehensive health care 
@, Ludhiana, found that the 
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Table III: INFANT MORTALITY BY SEX (EXPRESSE 


renee en teemens a aes O65 epeemmemee, 
eee neem ners teres 


DEATHS PER 10@ LIVE BIRTHS) —- 


Se EE ce a 


~ 
sy! 
lee) 
Pe | 


AREA : ) ee SEX ee PERSONS ~ “eo 
MALES FEMALES eer 
en RR —— — neni teen mn Jpt: 
Rural 130 143 136 ee 
Urban 71 71 7k ei 
TOTAL 120 131 126 : 
Source : Registrar General of India, Infant & Child: Eich 
Mortality Survey - 1979 (Final Report). #3 


In GOI, DGHS, CBHI, 1984, Table 2.6. 


* 
contributed substantially to post neo-natal IMR. (>> The degree ofy 
discrimination gets heightened during an economic crisis; the incidence of 


3 malnutrition among female children was observed to be substantially greater” 


than among their male counterparts in the West Bengal floods of 1978. «a» 


Even under conditions of economic advancement, an improvement in the 
Status of women has not been observed; rather, most of the increased 
advantages have gone to the males. A study in two villages of West Bengal 
found that while the undernourishment index of the girls remained identical, 
the increased prosperity from land reforms in the case of one village, 
significantly improved the nutritional status of the boys. «sa, Thus, poverty 
related factors like diarrhoes and malnourishment have a greater adverse 
impact on female, than on male, children. Although the decline in the sex 
ratio appears to have been halted, higher femaie mortality today extends 
upto 8 or 9 years of age. "This indicates the prolongation in the period of 
neglect of girls & proves that a decline in the sex ratio does not 
necessarily lead to better care of women". ce» 


Another disturbing trend with implications for the lop-sided sex ratio, 
is the use of the amniocentesis test as a tool for detecting the sex of the 
foetus. The tests, conducted during the Z#4th week of pregnancy, have 
resulted in abortions of female foetuses during the second trimester, 
carrying risks ta the health of the women and leading to selective female 


- _-— a me ue words el ee ee Ee in ap ae ewer ne Pee ee MeN SRS OE OE ee wee SSS 
-——_—— -———— ee 


{3) Cited in UNICEF, An Analysis of the Situation of Children in India, (Draft Report), 


(New Delhi: UNICEF, 1981). 


44) Jocelyn Kunch and Amartya Sen, "Indian Women: Well Being and Survival", Paper presented 


at the Workshop on Women and Poverty, Centre for Studies in Social Sciences, Calcutta, 
March 17-18, 1985. 


(5) ‘Amartya Sen and Sunil Sengupta, “Malnutrition of Rural Children and the Sex Bias", 


Economic and Political Weekly, Nos. 19-21, (Annual Number), 1983. 


a 


The Scarcer Half, Counterfact No.9, ACED Health Feature, (Bombay: Centre 


6) R.P. Ravindra, 


for Education & Documentation, January 1986). See also Malini Karkal, "Differentials®™ in 
Mortality by Sex", Economic & Political Weekly, No.32, August 8, 1987. 
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Maternal mortality ; Unlike in developed countries where male death Silat 
eieeed female death rates, in India, death rates of Me = in age 
reproductive period exceed those of men of corresponding ages. I is wai y 
after the age of 48 years that male death rates overtake female death ra es. 
The increased risks arising from maternity are particularly characteristic 
of Uttar Fradesh and Madhya Pradesh, while Kerala remains the exception 


(Table IV). 


Table IV: SEX DIFFERENTIALS IN DEATH RATES (15744) 
IN. SELECTED STATES IN _ 1980. 


STATES AGE 

15-19 20-24 5 BD 20-34 35-29 49-44 

India M PPR ee 2. 268 =. 4 4.7 a ae 
E 2.9 3.8 4.9 Bb 4.6 S.o | 
Uttar Fradesh M 2. 2.4 2.4 Set 4.6 9.35 E 
FE 3.8. 6.8 =.9 4.4 6. Sed . 
Madhya Pradesh M 1.8 2.2 Dae 1.9 3.4 oe er 3 

F ae al o. 8 3.4 6.4 S46 

Kerala M ee! P32 2.8 3e4 4.5 5.4 
F a.8 ioe Coe 2.4 1.9 3.0 ; 


gases cscs ervow vessv ass nes <star <cssb veces ants som seis coven asin casei tues emew mete nemse sees pebes Gime atmnp iaetb eoves wets Sots ereiy antes ocken/ autay Mabe axes Sones eee aces Stel Goenl cents erted Menge chem Webs avin” Seves otter Strid Gatey cxste Abin ceete cues etn tober Sime anayn cw~- ene Sire cose secen|arens ater GG tees Stats cre Stuns alate wet ends meat crews genes conor Some 


Source : Gopalan, 1983, Table 8, p. 162. 


Talwalkar (1983) indicates that the maternal mortality rate per 1000 — 
live births in India is 5.0 ¢sa, Corresponding figures. for other developing e 
countries are Ecuador (2.10), Kenya (1.90), Tunisia (3.1@) «e#,3 for Sweden ~ 
(1979), USA (1978), and UF (1980) the figures were 1, 10 and 11 per 100,000 : 
live births respectively. «:e> The main causes of maternal deaths are 
anaemia, puerperial sepsis, eclampsia, haemorhage and obstetric shock ¢aa> 
[Table V (a) J]. 


(Sn Mate ened mney renee Motes Mamet Sreey Getee SADE Femey meen Srted enced veces neahe 
Set Meee Miner cones mamas ume Este ints Homme Gheed PONDS Shes Gm SEeGY SOMES GEES soenr tetey ShEne MnUED tetus Kein Goiey cenne OES Sines SaDrD bunks SORES Giumn ESS NSD SOEES “YEN Prene Hewes SEWED Orpen cence atceE Denny eoues Gover Dots faset SENS) coves Stem HESS Genet DEES SOhGe antes SateD Ghimy muss Cabby Gunns Suché toast 


(7) Ibid; Manisha Gupte, "Battling Sex Determination", FRCH Newsletter, Vol.1, No.l, © 
November-December 1986; Sanjeev Kulkarni, Prenatal Sex Determination Tests and Female — 


- R.P. Ravindra, "Struggle against Sex Determination Techniques : Unfinished Battle”, 4 
Economic & Political Weekly, No.12, March 21, 1987. es 


(8) V.C. Talwalkar, High Maternal Mortality in India, IXth Annual Meeting, Medico Friend | 


Circle, Anand (Gujarat) January 1983. 4 


(9) UNICEF, Women, Health and Development, A Kit, (Geneva: UNICEF, 1983). 


(10) Gopalan, 1985, p.164, a 


(11) K,. Bhaskar Rao, "Social factors in Obstetrics & Gynaecology" Journal of Obstetrics & 
Gynaecolagy in India, 21, 3 June 1969; Final Report of Field Study of Control of Anaemia ' 
during Pregnancy & Tetanus Neonatorium in a Rural Area of Punjab in India under PL-488 — 
Stheme (Made top ICMR, 1967-69). Both studies cited in N.J. Sethna, Maternal & Child 


Health Services in India (Calcutta: AILIHPH 1978) p 7\ A i 
—— s ® e 
Nt tne Thanter. ae C b) 4 Glossary 1S provi ded at the 
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Table V (a) s: PERCENTAGE DISTRIBUTION 
RELATED TO CHILD BIRTH & PREGNANCY (SELECTED YEARS). 


era eee erento eet eee Re LL SE TT TL LTT eo eaereemenemenvees 
none Seo ewan ee 


SPECIFIC CAUSE 1978 19788 1982 
Abortion 11.0 12.5 10.1 
_ Toxaemia ra Re | 12.4 {use 
Anaemia 14.4 15.8 24.4 
Bleeding of Pregnancy & Fuerperium 18.2 15.8 26.2 
 Malposition of child leading to death of mother 9.3° 13.4 rai 
Fuerperial sepsis 12.4 12.4 8.3 
Not classifiable 13.1 7.7 oe : 
TOTAL 100.@ 100. 100.@ 
Sample No. of deaths 137 209 168 


Gems ents etecs snes Goede ences sosen cance enee Gee Scie eons Gite Sots Gees Tie Knee GRE GES Gee SN SEES cee meee Sees canny wep apne Som cone Sunt eet Gitar Wee aunes Site Snsen igen tite) tenis Guns eruep eases cute coons erh gud cinnh conan Gnade <agne GaDw pun Gipes fei Geley Aili miei GUN) Saw Set Gir oem mew gees ee ease Sap Gow an Sue Mer BES eon SE 


Source & (i) -Survey of Causes of Death - (Rural) 1979, A Report, p.32, 
(ii) Survey of Causes of Death (Rural), 1982, A Report,p. 5. 
In GOL, Child in India - A Statistical Profile, (GOI 
MOHFW, 1985 (a), Table 2.52). 3 


A set of inter-related factors, bath economic and socio-cultural, 
underlie these health hazards in pregnancy and delivery and are responsible 
for the above mortality picture. 


(i) Early age at marriage and adolescent pregnancies : 


In seven decades (1901-1971), the average age at marriage had gone up 
by just 2 years (from "20.2 to 22.2 years) in the case of males and 4 years 
(from 13.2 to 17.2 years) in the case of females. «iz» In the year 1971, 
13.46 per cent of the girls between 10-14 years were reported to be married 
in the rural areas, and 3.9 per cent in urban areas, in contravention of the 
Child Marriage Restraint Act. There are distinct regional and class 
variations. cam» Risks and obstetric complications are particularly high 
in early pregnancy (under i6 years of age). Toxaemia and preeclampsia are 
significantly higher among young adolescents than any other group of 
reproductive age (Gee Table V(b)). In addition, risks to infants from low 
birth weight and congenital abnormalities are also more frequent. 


Table Vib) indicates the heavy price extracted from poor women by such 
preventible conditions as puerperial sepsis, anaemias and abortions, and 
underlines the need for proper antenatal care and paramedical assistance at 
childbirth to ensure sate delivery. Maternal mortality rate (MMR) i8 @& 


measurable index of the availability, and the use of obstetric care. 


a age a de ee i ese ee en ee ee on ee ee 


-_ eae oe ewe 
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(13) R.P. Goyal, Recent Changes in Mean Age at Marriage in India 1961-1971, (New Delhi: 
Institute of Economic Growth, 1974); A. D'Souza Children in Creches Day care for the 
Urban Poor, (New Delhi: [International Publishing House, 1979). 
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PERCENTAGE..OF MATERNAL . DEATHS BY AGE GR 


V (b) 3 
hota Ser LD T0.CHILD BIRTH AND. PREGNANCY. — 1962 (RURAL) 


eee a me een het cee Hants cmd mw St bee i nn RvR Se ES a ESTE SET Ria 


qence mene erese coatd (nate same eoee ames erere seers ~o7* 
-- wee tes ee ees ee 
— ae ak excas Susan a inn ates soane, Sat stat Reman ieee, nah Seabees Se re — 
cmeet tenans junne epee maeae peoee aemee webnd Somme SOOT — 


ROUP_DUE_TO CAUSES 


eet 3 Oe 4 =3—-44 

css shih a: ee ee pa UIE i 
Total No. of deaths (All causes) 54 70 % f 
‘Ab rtion 7 ; ras 10.@ 4733 &: 
EEA 19.7 22.8 34.5 : 
naeml a Pe - | 
Bleeding of pregnancy and puerperium 21.4 31.4 ae : 
Malposition of child leading to death of mother 71 12.@ 2.9 : 
Fuerperial sepsis i 8.6 8.6 f 
Not classifiable 12.9 8.6 17.1 i 
Oe an ee ee ee eee Fi 
TOTAL 100 120 19D 
« caesd opines aie eae 
eS Ee ete a % 
Source : Survey of causes of Death (Rural) 1982, A Report, in GOI, cs 
MOHFW, 1985 (a), Table 2.41. | # 
(41) High infant mortality, repeated pregnancies and problems related to. ‘ 
pregnancies 3 ? 
During the prime reproductive age (15-45 years) the average Indian — 
woman becomes pregnant about eight times. Ghe may ultimately be left © 
with only 3-8 children due to the high infant and early childhood mortality. — 
Each surviving infant is generally breast fed upto 2-3 years of age. Thus — 


in the reproductive period, S@-60 per cent of the woman’s time has been 
spent in pregnancy and lactation. cia» The need to produce extra hands to — 


work on the land and at home, the anticipation of premature death of 3 


children and the cultural premium on male off-springs as quarantors of 
social security in old age, .have all contributed to repeated pregnancies and — 


the high birth rate. : 


However, the devaluing of the female ser means that there is na 
increase in food intake for women in keeping with the requirements during 
pregnancy and lactation. cas. Nutritional anaemia «ae. is one of the major 
causes of rapid ageing and lowered resistance of young women. Between 60 to 
oon of all pregnant women in India are reported to suffer from ANAEMIA. cay 
The insufficient intake of food and the iron deficient diets combined with 
excessive demands on women’s energy, makes anaemia a very common problem 
and a major cause of female mortality in all agqe-groups CTable V(b)]. The 
range of anaemia prevalent among urban and “rural (15-49 years) women is 
presented below. The data was obtained from three urban slums and three 


ee ~ eee ewe ee ee eee eee ESO Oem ESE Teena eee 
ee ee ee eee ee ee ee 
ee me ee we we es a oe ~ 


CMPD fee tees a AER EPR Sy 


a 


(14) aA S. Jaya Rao, “Who is Malnourished: Mother or the Woman", In Medico Friend Circle, 
ealth Care, Which Way to Go? Examination of Issues and Alternatives, (Pune" MFC, 


1983). 


(15) aks sig & Kamala Pradhan, "Nutritional Problems of Women in India: Some Sacio-economic 
spects", Proceedings of the Nutrition Society of India (Hyderabad), No.17, 1974. 


(16) See also the Chapter on Nutrition in this volume. 


(17) By Profile of Common Diseases in India", Future, 13, Winter 1984-85; 
Women s: A South Asian Perspective” Future. 17, Winter, 1985-86. . 
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“rural areas over 1981-85. c1e> 
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= 


Urban Slum (mean) 13.2% "4. ee se 
Rural areas (mean) Pats a? ate 65.4% 


eee sane Sete sein memes ames Sinan ees sheet Genet sete ett Attn need sein mune ene ene ne See ee MeN Se Se Se Se eS HN eS eS a Ge H+ A Se ent 
re ee er iateieeimicmdincieand 


Source s Future, 17 Winter 1985-86, p.S54. 


Maternal malnutrition and excessive work have an adverse impact on 
weight gain during pregnancy. A study in Calcutta found that the mean 
weight gain among under-privileged Bengali Hindu mothers was 5.33 kg (S.D. 
1.46 kg. with a range of no gain to 8.46 kg. gain) during the last two 
trimesters of pregnancy. crag» On an average, a normal woman gains about 12 
kg. of weight during preqnancy. «2m. A Study from Delhi showed that mothers 
who had borne more than three children, weighed significantly less than 
those mothers who had fewer pregnancies. «21>» Women with weights of 36 kg. 
or less during pregnancy, and 42 kg. or less during the last month oF 
pregnancy, as also those with heights less than 145 cms, are described as 
being ‘at risk’ during pregnancy. The cumulative result of poverty, 
undernutrition and neglect which girls in the countryside suffer, is 
reflected in their poor adult body-size. Combined with the lack of proper 
care, it leads to high maternal mortality. «22> 


A study «2s» conducted in Andhra Pradesh in 1972 found that 31 per cent 
of the respondents had more than seven children. The expecting mother was 
given only the normal rest as availed by others in the household throughout 
the period of pregnancy, either, because they were not aware of such a 
requirement, or could not afford the luxury of rest. The majority, 99.6 per 
cent of the women, attended to household work during @-9 months without any 
break, while 65.9% per cent attended to normal manual work. Some 29 percent 
of the women were given less than two months rest after delievry. 


This excessive burden results in over-depletion of the woman's bady 
resources, and is also responsible for the high degree of foetal wastage. 
(ma Low birth weight and prematurity, major causes of infant mortality, 
are evidence of the poor nutritional status of women. 


Aone semen nanan aenee Sener eee qeme ciate Socks Gece Mees Cints SEU COOKS CED GENE COE OG Sat SOG! SERED SORES GUND Gin SElD SHEED EA Saws SEEN Givey evece Siem Sunde 
tas gales eke Gomer ene wien One cote ents sen Det ON a eet RN eae Eine toe see Se soem em roms Nm mE OY NOY OTH ~ —_ 


(18). "Birth Weight - A major determinant of child survival", Future, 1985-86, pp. 53-96. 
(19) Study by Choudhary & Gupta, 1977. Cited in Sethna,, 1978, p. 72. 


(20) “Maternal Malnutrution : Its effects on foetal Nutrition", ICMR Bulletin, v5 
12, December 1977; Ibid, Bites 


(21) K.B. Das, “Weight gain in pregnancy among underprivileged Bengali-Hindu Women", Indian 
Journal of Public Health, 20, 1 Jan.-March 1976. Cited in Ibid, p./72. 


(22) Gopalan, 1985. 


mr93) B.C.. Muthaia, Child Welfare - Existing Conditions and Parental Attitudes: _A purposive 
Study in Andhra Pradesh, (Hyderabad: National Institute of Community Development, 1972). 
(24) WHO, Nutrition in Pregnancy and Lactation, Technical Report Series No.302, (Geneva: WHO, 
a 1965). Cc , 
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25) UNICEF, 1983. 


(iii) Excessive work of long duration 


It has been estimated that women perform nearly two-thirds of the 
working hours, receive one-tenth of the world’s income and own less than 
one-hundredth of the’ world’s property. «2s» In: India, 14-16 hours or nearly 
two-thirds of a woman's day is spent in working. ¢cze> A rural field study 
found the respective energy contribution af men, women and children to be 31 
percent, SS per cent and 16 per cent. c27» Women spend more hours per day 
on survival-related tasks such as gathering fuel or water, and cooking; the 
great distances between the home and resource centres, «za» and the 
primitive technology result in higher calorie expenditure per day in women, 
yet the pattern of food consumption remains biased towards the male members 


of the family. cca» 
(iv) Abortion : 


Induced abortion is probably the most widely used method of: fertility 


regulation. Each year 48-70 per 1@00 women in the reproductive age have an 
abortion. According to the yearbook of the Department of Family Flanning 
and Welfare, the highest percentage of MTF (Medical termination of 


Freqnancy) cases performed are due to the failure of contraception (annual 
percentage around 477). ese This is a clear case for emphasing the health 
education aspects of the family planning programmes. The number of deaths 
per 1000 MTFs conducted is reported to be of the order of 0.14. Studies on 


se 


maternal mortality and morbidity indicate a high incidence of septic — 
abortions, and indict infection associated with abortion and a history of | 


unsuccessful obstetric interference, as major causes of maternal deaths. 
cma) (See Table Vtad far percentage deaths due to abortion among all 
causes of maternal deaths in rural areas). It is difficult to estimate the 
number of illegal abortions & deaths resulting from these. According ta the 
Parivar Seva Sanstha which runs the Marie Stopes Clinics, about 6.6 lakh, 
women die every year due to illegal abortions. c2> 
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J : : 
6) Devaki Jain, Women’s Quest for Power: Five Indian Cases, (New Delhi: VIKAS Pub. House, — 


1979), 


(27) Srilatha Batliwala, "Rural Energy Scarcity and Nutrition, A New Perspective", Economic 


(30) Government of India, Facts and Figures on Famil Welfare, (New Delhi: Ministry of Health 


and Political Weekly, No.9, February 27, 1982. 


8) J. Tuli, “The Music of Water" World Health, May-September, 1982. 


9) Batliwala, 1982, 
& Family Welfare, 1983). 


Married Women, (Ph.D Thesis), Calcutta University, 1977; 


C. Bose, An Epidemilogical Study of Health Aspects of Spontaneous & Induced abortion in 


~ M. Kochhar & U. Shrivastava, Maternal Mortalit Document on Human Reproductive Famil' 


Planning & Population Dynamics (New Delhi: WHO/SEARO, May-June 1977); 


- T.A. Choudhary, "Morbidity & Mortalit in Whe 
béssce y due. to Pregnancy & Child birth". In WHO 
Bibliography on Human Reproduction, Family Planning & Population Dynamics, (New Delhi: 


SEARO,1 1977). 


(Bombay: Centre for Documentation Education, May 1986), p.3é. 
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2) Times of India, J : eine: a 
Mattered, » June 3, 1984. Cited in V Balasubrahmanyam, Contraception. As If Women 


B. Access to and Utilisation of Health Services 


pais Data regarding the utilisation of health services by women is extremely 
limited. The only women-oriented programmes in the health sector are the 
maternal and child health (MCH) services (see Section 4) and to some extent, 
family planning. Most nutrition programmes have solely focused on pregnant 
and lactating women. j 


Women have less access to health services, mot because they are 


heal threr or possess adequate health knonwledge, but because their health is 


a low priority. cam» AN examination of in-and-out-patient records of 
medical institutions reveals, that for ‘every 3 men who avail of these ' 
facilities, only one women does SO. cma» Women are constrained by the 


cumbersome and time consuming procedure in hospitals, and the largely male 
staffing of these facilities. «ss» The revised Dais Training Frogramme and 
the Community Health Guide (CHG) Scheme, «ae. are expected to improve the 
delivery of basic health services in the rural areas. However most village 
panchayats have favoured the selection of male members, and not women, to 
the posts of village health workers; the prevalent sex-segregation prevents 
the latter from reaching women and children effectively. The Voluntary 
Health Association of India has suggested that every alternative village be 
posted with one female health worker to take care of the female population 
in her own, and that of the male CHG’s, village. csz7> 


3. HEALTH OF CHILDREN 


India’s child population (below 15 years) has declined from 42 per cent 
(23@ million) of the total population in the early seventies, ta 39.7 
percent (272 million) in 1981 (census estimates). It is further expected to 
decline to 31 percent by 1991. However, the implications for programme 
planning at the microlevel are marginal. Out of these 272 million children 
some 99 million (55%) of rural, and 19 million (45%) of urban children, i.e. 
a total of 118 million Indian children, live below the poverty line. «se» 


A. Infant Mortality 


The Infant Mortality Rate (IMR) which was 160 per 10@@ live births in 
1947, has shown a consistant decline, both for males and females as well as 
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(33) Padma Prakash,"Women and Health: Health Issues in the context of women’s position", 


National Conference on a Perspective for Women's Liberation Movement in India, (Bombay), 
November, 1980. 


(34) Srilatha Batliwala, Women and Health Care, (Bombay: FRCH, 1981). 


On 


(35) Andrea Menefee Singh and Meera Velayudhin, The Integration of women in the Development 
Process and its Impact on the well-being of children. Report prepared for UNICEF 
(SCARO), (New Delhi: UNICEF South Central Asia Region, 1979). 


(36) See the chapter on Health Oroanization & Manpower Planning for details of the Dais 
Training Programme & the CHG scheme. 


(37) Voluntary Health Association of India (VHAI), Seminar on the National Health Policy: 


A Report, (New Delhi: VHAI, April 23, 1983). 

(38) Registrar General, 1988 and statement of Planning Minister in Lok Sabha, February 
Beererei. Cited in UNICEF, 1981, pp. 3-4. 
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for the rural and urban population. However , the rates ae glee sigs 
significantly higher than those for males, particularly = the Gay's eae 
According te the 1978 figures, while the male infant mortality rate ee 

and the combined rate was 126 per 1002 live births, bled paeel hi 7“ 
131 (Table III). The IMR is reported to have further declined to 114 by 
198@. (124 and 65 for rural and urban areas respectively). cs» 


According to Gopalan, “The rather precipitous fall fram 130 to -214.>238 
just. % years,... sounds rather intriguing especially (as) this fall in the 
national average is accounted for by a significant decline in IMR in Just i) 
states of the Indian Union and that within 2 years (1978 to 1980). Burs 
then, these data have inherent limitations and too much significance should 


not be attached to variations between successive years; the trend over the 
entire decade may be less misleading". cam 


There is a clear-cut high infant mortality belt running across the 
northern states of Uttar Fradesh, Gujarat, Madhya Pradesh, Orissa and 
Rajasthan. Kerala is the exception with an IMR of 40 per 1000 in 19780 
(Table VI)*. caa> : : : 


. Infant mortality is broken into three components: peri-natal mortality 
(deaths between @-7 days after birth), nea-natal mortality (within 4 weeks 
after birth) and post natal mortality (between 1-12 months after birth). 
Frematurity, low birth weight and still births resulting from maternal 
malnutrition and lack of ante-natal care are the major peri-natal killers. 
Same 20 percent of total infant mortality in rural areas is due to 
prematurity. waz» Neo-natal tetanus (responsible for 15.2 per cent infant 
deaths), acute respiratory infections, particularly pheumonia, 
gastroenteritis and diarrhoea of the new born, are important causes of neo- 
natal deaths. Cam) In 1978 neo-natal deaths accounted for S56 per cent of 
the total infant deaths in the rural areas, and 60 percent in urban areas. 
<aa, ANaeMmia and infections, such as diarrhoea, gastro-enteritis, typhoid, 
brancho-pheumonia, malaria and influenza, are the main causes of morbidity 
and mortality in the post-natal period. Table (VII). cas» 
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(39) GOI, DGHS, CBHI, 1984, Table 2.4. 


(40) Gopalan, 1985, p 159. 
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Conference on Population Dynamics and Rural Development, December 28-30, 19a 


(Mimeographed). 


M. Dutta and P.N. Kapoor, "Trends and Differentials in Infant Mortality in India: 1958- 


1978", Paper presented at Joint WHO/ESCAP Meeting on Mortality in South & East Asia - A 
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Review of Changing Trends & Patterns, 1950-75, Manila 1-5 December, i9B8Q®. 


Infant and Child Mortality, 1978 (Maharashtra, Orissa., Uttar Pradesh, Rajashthan & 
Tamil Nadu), (New Delhi: Ministry of Home Affairs, 1979); Government of India, Office of 


the Registrar General, Survey of Causes of Death (Rural) Data f 
‘ or 1979, 1988 and 1981 
given in GOI, MOHFW,1985(a), Table 2.49, 


4) Dutt and Kapoor, 1988, p. 223. 
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3) GOI, Registrar General of India, 1979; GOI, MOHFW, 1985(a), Table 2.49. 
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Registrar General, Report on the Survey of 
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Table VII: INFANT_M RTALITY INDICES (SRS) IN INDIA (1978 and _ 1980) 
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NEO-NATAL POST-NATAL INFANT MORTALIT 
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BIRTH PERI-NATAL 
ae: RATE MORTALITY MORTALITY MORTALITY MORTALITY 
RATE RATE RATE | RATE 

a ee R U R U R U R U : 

eek aaa se NA eee mp we tre an ne Oe ae a is ha a ae ae Dae ee eee ‘ 
ae 2.2 36.0 137.0 74.0 © 
1978 16.0 18.3 67.9 ns ee 85.0 38.20 B26 e . 
1990 12.0 7 $9.8. 35.3 75.5. . 3% 4g 26.1 123.8 65.2 


“Source: 1978 : GOL, MOHFW, 1985 (a), Table 2.55 
: GOI, DGHS, CBHI, 1984, Table 2.7. 


Table VIII: SELECTED INDICATORS OF INFANT MORTALITY BY SOCIO-ECONOMIC _ 


na esape chan nan Cae t¢cererre mrenseennnnnerey oes 


LEVELS (1978) - ALL INDIA 
RURAL UREAN 
1. Education Level of Women | 4 
Illiterate 1435 83 | 
Literate but below Frimary 1@1 a7 
Frimary and above 71. 47 
Literates eee 70 iQ 
2. Occupation of womery oe 
Agriculture, fishing and related activities 143 — 106 
Froduction and transport labourers and : 
related activities 150 129. 
Workers ; 142005 98 
Non-wor ker s ees % 134 64 
3. Age at marriage of women 
Below 18 years : 156 88 
18 - 20 years oS 2s 132 &7 
21 years and above. 20 44 
Presence of Basic Amenities oe |: ee eRe 
Wie WITHOUT re Ihe 
Water supply 19a . 134 66 94 
Motorable road 11@ 139 62 82 
Bus stand 145 138 4 BP a 
Rallway station balls) tS1 65 69? 
Frimary school 126 145 &5 72 
Medical facilities 102 126 7 79 
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Sources Registrar General af India, Survey of infant and child 
mortality 1979. In GOI, DGHS, CBHI, 1984, Table 2.6. 


There is a direct link between infant mortality rates and the sociao- 
economic status of the woman and child (Table VIII). Infant mortality shows 
a stong correlation with the level of education of the mothers and 
educational level is itself an index of the overall socio-ecanomic. state 
of the woman concerned. The overall female litracy in India is only. 24.82) 
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Le 7 
ee cent (1981) as against 46.89 percent male litracy.<cae. Even without 


eeraiysing each of the variables in depth, one can. state that IMR is a 


Function of maternal health and environmental sanitation, interacting with 
nutrition levels of the child. 


B. Child Mortality (1-14 years) 
fe The child mortality rates have come down marginally since 1970. 


However , deaths of children under 5§ years of age in 1980 continued to 
veccount for nearly 46 per cent of all deaths. The difference between life 
expectancy at -birth and at five years is a reflection of child mortality. 
| Uniike in developed countries with low child mortality where life expectancy 
at 2 Years is less than that at birth, in India the position is reversed 
_ (from woe l years and S4.3 years for males and females respectively at birth, 
to 6@.1 years and 61.8 years respectively at S years). «ay. (Table IX). The 
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Table IX: AGE-SEX SPECIFIC DEATH RATES IN CHILDHOOD (@-14 YEARS). 
{ALL INDIA, 1978). | 
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Source: Registrar General, India, Sample Registration System. In 
GOI, DGHS, CBHI, 1984, Table 2.8. 


three broad factors responsible for child mortality in India are infections, 
communicable diseases and undernourishment, and their synergestic effect 
(Table xX). Much of the mortality is due, not so much to the diseases per 


4 
J 
; 


te 


Table X: CAUSES OF CHILD (1-14 YEARS) DEATHS : ALL INDIA — 
MODEL REGISTRATION SCHEME, 1974 


meuoeS OF DEATH. . : FERCENTAGE 
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Respiratory disorders a he 
. Fevers aes 
re Other clear symptoms 12.@ 
é Digestive disorders - zi.@ 
Circulatory disorders ee 
Central Nervous System disorders au 
Accidents and injuries Ze os 
- Unclassified Peo 
: cae Siam a ges mR Tool Nd aang oes Saute WE terest Mien ney canes es ceten erave ite, Sey NT Sey Rares SU Seis PRRa ns Bias; tl Kone eats aoe tare Meneses cone sate) Men omy Gam ee NE EUR HY El ENE Riess Se ee ee ee ee ee ee 
- Percentage of total deaths 1@. 4 
a ie a ep ae i a a nnn mn ee ne 
3 Source: NIFCCD, Country Report on Child Development in India, 


Implications for Folicy and Training, 1980. Cited in UNICEF, 
1981, p.sd. 
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GOI, DGHS, CBHI, 1984, Table 3.3. 


Gopalan, 1985, pp. 159-168. 
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= 2 in children debilitated by 
S But to the fact that they occur ar ; 
maine baer and parasitic infestations. Home accidents and pai soning © 
aise contribute heavily to mortality and morbidity ain this age 


group. «ae» 


C. Causes of Morbidity and Mortality (0-14 years) 


(i) Infections: This category includes acute respiratary infections and 
gastra-intestinal disorders with dehydration. The fatality rate Se 
respiratory infections is 1@.16 per cent. Upto 4@ percent of outdoor, & 35_ 
per cent of indoor, patients are children below five years. cag» 


Diarrhoel Diseases 


The single major cause of mortality among children below the age of § 
years, is dehydration caused by diarrhoeal infections. An estimated 1.5 
miYlion children under S&S years die of it annually. casa, The survey of infant 
and child mortality in India cited diarrhoeal diseases as the cause of death 
for 1343 infants, of which 389 deaths were amangd 2 year olds and 279 deaths 
ware among 3 year Olds, per 10,@0@ rural children of the respective ages. 
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The high incidence of the disease is mainly due to polluted water 
supply, poor environmental sanitation, contamination of food, overcrowding — 
and malnutrition. It is estimated that nearly 163 million children (@-14 


years) in rural India do not have access to safe drinking water. In this @ 
context, Schemes for protected water supply and sanitation are of ~ 


considerable importance, and the Government has endorsed the UN declaration 
of the 1980-90 decade as the International Drinking Water Supply and — 
sanitation Decade. cai» The strategy of oral rehydration therapy (ORT) — 
consisting of a simple solution of Ssuger, Galt and water which is ~ 
administered orally to counteract the dehydrative effect, has been found — 
effective. Oral rehydration packets are supplied to patients in rural areas i 
theough multipurpose workers. i 


(ii) Immunizeable Diseases : Infectious diseases are major causes of 
Sickness and death among Indian children. They are also preventible by 


immunization. The Expanded Fragramme on Immunization (EFI) of the WHO, was 
daunched in January 1978 in the wake of eradication of small~pox. Its 


objective is to reduce morbidity and mortality fram diphtheria, pertussis, 
ratanus, poliomyelitis, tuberculosis and measles. EPI is a long term, oan- 
going programme for children, and is being implemented through the FHCs and 
sub~ceantres im rural areas, and hospitals and Maternal and Child Health 
Centres in urbari areas. The integration of immunization SerViCcesS, expansion 
Of vaccination faverage, addition of new vaccines where necessary, 
development of a ‘cold chain’ of SUpply to ensure that vaccines are stored 
under Fretrigeration till the POINt of use, surveillance of the target 
diseases, coordination of production and Supply Of vaccines, training of 
health personnel, preparation of health education materialand evaluation 
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(48) Sethna, 1978, pp. 73-74. 
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(49) "A Profile of Common Diseases in India", Future, 153, Winter 1984-85, 9.43. 


(30) Ibid, 9.43. 


(Sl) See the chapter on Environment & Health in this Volume, 
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are the major components. cem> 


Despite the EFI, the level of immunization coverage of mothers and 
| children has been low (Table XI). The available data indicates that every 


Se against which effective vaccines are available, is widespread in the 
country. 


Table XI: IMMUNIZATION STATUS OF MOTHERS AND CHILDREN. I 
81) LLURENM AN 
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INDEX FRESENT LEVEL 
(%, AGE COVERAGE) 
1. Immunisation status : 
TT (for pregnant women) 2@) 
YP (for school-qoing children) 1@ years . = 
: 16 years wt 


DPT (Infants) oe 
Folio (Intants) -w 
BCG (Infants) ' &'5 
DT (New entrants of school S-6 years) 20 
— Anti-typhoid (New entrants of school 5-6 years) #3 
2. Vitamin A FProaphylaxis an 
=.) )06O Nutritional supplement : * 
a) Expectant mother (iron & folic acid) 227-38 
b) Children upto 12 years ; 1@ 
Be i aks econ ew eee eel eee ee de ee 0 oy te coe ew en em ee on aes ts ey ee ee on aH et (ane ee ween ent eve nin erie ra nt ne ah le ne ee ae a eh pe en eee Ss SNR RI 
DT - Diphtheria, Tetanus; TT - Tetanus Toxoids 


DPT - Diphtheria, Fertussis, Tetanus. 
«3976-79. 
Source: GQI, Health for all by 2@0@ AD, (N. Delhi: MOHFW, 1981), 
cited in Ranerji, 1985, p.297. 
Diphtheria : The reported incidence between 1975 to 1981 was an average of 


25,000 cases per year. cs=> 


fTartusis. heoping Cough) + Around =@2,900@ cases are reported annually. «csa> 


mares meee serene, ener me evacnnenennnns eee mees: 


Tetanus : The estimated infant mortality rate from tetanus is 13.3 per 1000 
live births in the rural areas, and 3.2 per 10@@ in urban areas. In 1981, 
nearly a quarter million infants died in the first month of life. cass 
Neonatal Tetanus (NNT) Rate is the highest for Uttar Pradesh; tetanus alone 


was responsible for 33.6 percent of all infant deaths in rural Uttar Pradesh 
im 1979. cse> 
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(52) Government of India, Annual Report 1984-85, (New Delhi: Ministry of Health & Family 
Welfare, 1985(b), p.50}5 T. Jacob John, “Issues in Immunization" Future, 17 Winter 1985- 


86, pp. 39-42. 
(53) Future, 1984-85, p.45. 
(54) Ibid, p.43. 


(55) Ibid, p.45. 


(56) GOI, Office of the Registrar General of India, Report of the Survey of Infant and Child 


Mortality 1979, (New Delhi, Ministry of Home Affairs, 1979), p76. 
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Foliomyelitis : 18 an acute viral illness causing infantile paralysies An 
uti mat ei ta 234,000 cases occur every year. The annual incidence 


d 141,000 to S 
a ee around i.5 to 1.8 per 1000 children in the age group of 2-4 


Years. «s7> 
The fatality rate from this highly contagious disease is 1 to 3 


and it is particularly hazardous for malnourished children. 
oft the live vaccine can give 95 per cent immunization for at 


Measles : 
per cent csea> 
Yet one dose 
least 15 years. 


Tubereulosis : Some 300,000 deaths occur annually from tuberculosis, most of © | 
them in children below 15 years. The incidence of infection is @-8 percent 
in the @-4 years age group, 1.1 percent in the 5-9 years age group and two 
percent in the 10-14 years age-group. cs» 


Typhoid +: While a large number of cases go unreported, some 300,200 cases 
are reported annually, the majority among school children. cae> 


The major stumbling blocks ta successful immunization programmes are not 
medical, but derive from practical difficulties or operational problems, 
such as the distribution network for vaccines. Record maintenance by 
authorities also suffer from various lacunae. 


(i44i) Malnutrition +: <aa> 


eet naoae re meantan gybaaeeneenean ean one ter eames 


According to the UNICEF report, ‘o2> three-fourth of children (@-6 
years) have body weights below 75 percent of standard weight of well- 
nourished children, S52 percent suffer from moderate malnutrition and 23 per 
cent from severe malnutrition. 


An estimated 60 per cent Indian children (@-6 years) suffer from 
nutritional anaemia and protein-calorie malnutrition in one form or 
another, 


4. HEALTH PROGRAMMES FOR WOMEN AND CHILDREN 
A. Maternal & Child Health Services 
Maternal & Child Health services were one of the earliest priorities, 


and components, of the new health services organization in Independent 
India. The enormous dimensions of the health problems of mothers and 


— ee me es ee ee ew we es wes ee ~ OE EE EE I OE SOE 
wee w we wwe eee ~ 
~ LN LS LS RS OS SO Se Ae a OD wee ee ee eee ot ee eee me em ee we wee ee em mee ine ine ee me eee hs ee oe wes ee we ms = 


(97) Future, 1984-85, p.43, 
(38) Lbid. 9.43, 
(59) Ibid, p.43. 


(68) Ibid, p.43., 


(61) For a detailed account of malnutrition in India, see the chapter on Nutrition. The 
details of the various nutrition programmes have also been discussed. See Table It foe 


ieee Distribution of 1-5 years Children according to the Gomez Classification 


62) UNICEF, 1981, 
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children had been highlighted in the pre-1947 studies on maternal and infant 
mortality rates and causes. «as» The low level of health among these two 
Vulnerable groups, the high percentage of deaths due to preventible factors 
and the urgent need for state intervention, were discaused both in these 
studies and in the reports of the Sokhey «ea, and Khore Committees. Cen? 
According ta the Bhore Committee report, nearly one half of the total 
deaths at all ages in British India took place among children under 1@ 
years. Of these, nearly a half were among infants under one year, and 45 to- 
SQ per cent of all infant deaths occurred during the neo-natal periad. 
The report put forward the conservative estimate oF 200,000 amnual deaths 
among women in the reproductive ages from causes associated with pregnancy 
and child bearing, and some four million cases of maternal morbidity from 
the same causes. The committee recommended that mother and child welfare 
services form an integral part of the general health services, providing a 
continuous pattern of care for antenatal, parturient and post natal mothers 
and - their children. The services envisaged included early contact of ante- 
natal mothers, follow-up throughout pregnancy, attention to hygiene and diet 
during pregnancy and provision of safe delivery service, as also instruction 
on birth control. For the child, attention was to be paid to growth, 
development, nutrition and immunization and the maintenance of weekly 
weight record. cae» | 


MCH Services in Health Flanning : Hetween 1947 and the launching of the 
First Five Year Flan, the emphasis was oan the expansion of paediatric 
services, the strengthening of Maternal and Child Welfare (MCW) centres 

through WHO and UNICEF assistance and the creation of administrative 

positions in MCW in all the states. The non-availability of trained 
personnel, the concentration of MCW centres in urban areas and the heavy 
load of maternity work to the detriment of the child care programme at these 
centres were perceived to be the major problems for the delivery of  MCH 
ServiceS. t«a7> 


There was an overall increase in the health services for infants and 
children in the First Plan period, when MCH services were integrated into 
the overall health services to be delivered by primary health centres. When 
the latter were first established in 1952, their MCH activities were the 


~—— a — ee — euss cated tebe Getee prt maine wepse conse aise cpus site Sespe cuss taeay <Goake Saline SeAiD “SSNRy ASHI SET 
ee ial ab aie gn me anemone we nem um en an ee NaS eRe RO ne ee a ee nee mee 


PbS) S. Pandit, Summary of the Findings of Investigation into the Causes of Maternal Mortality 
in India, Special Report IRFA No.i7, (New Delhi: Indian Red Cross Society, 1948); L-. 


Ghosh & C. Chandrasekhar, Inquiry into the Vital Loss upto One Year of Life as recorded 


by seven maternity and child welfare centres in Calcutta, (Calcutta: AIIHPH, 1942); J.M. 
Orkney, “The. Health of Indian Women & Children", Journal of the Association of Medical 
Women of India. XXXII, 14 February 1944; "Maternity ® Child Welfare Work: its aims and 
organization in India and possible development", ITrans. Womens Medical Service 


16-21 December, 1940 (New Delhi). 


Conference, 


(64) National Planning Committee, Sub-committee on National Health (Sokhey Committee), Report 
(Bombay: Vora, 1948). 


(65) Government of India, Health Survey and Development Committee (Bhore Committee), Report 
(New Delhi: Manager of Publications, 19746). 


(46) For a detailed summary of MCH services in India, see Sethna, 1978. 
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with the potential to 2 °s 
sary aah midwife (ANM) at the PHC, three ANMS at the three sub 
centres each covering a population of 20,000 respectively, and one Lady 


Health Visitor (LHV)/Fublic Health Nurse (PHN) giving supervisory support to | 
the ANMS, provided MCH services to the rural areas. The only other health 
worker at the PHC, the sanitary Inspector, was responsible | for the entire 
public health activities in the are covered by the FHC. The grossly 
inadequate FHC staff could barely cope with the maternity lead (one ANM per — 
890 births annually in 4@ Villages). In comparison, the short term / 
pragramme envisaged by the Bhore Committee was ane FHC per 20,000 — 
population, with a staff pattern of one woman doctor, four public health © 
nurses, four midwives, and four trained’ dais. Two out of the four beds at 
the FHC were earmarked for maternity cases, and six beds ina 20° ~ bed 
hospital here to serve as the referral unit for four FHCs. coe 


reach out to the wider population. J 
| 
4 


In the Fourth Flan (1969-74), a Foint four programme for the MCH component 
was adopted by all the States: cas = 


(a) supply of iron and folifer tablets to ante-natal mothers and children, 


(b) administeration of vitamin A in oil ta children between one and $1 
years, of age at six-monthly intervals, ; 


(c) immunization against diphtheria, tetanus and whooping cough to be 
extended to all children in rural areas, and ; 


d) administration of tetanus toxoid to all pregnant mothers to prevent 
tetanus neonatorium. This was redesignated the Foint Five programme in 
the Fifth plan with the inclusion of immunization of school children 
against diphtheria and tetanus. 7@> The Minimum Needs Frogramme — 
(MNF), the scheme for training multi-purpose health auxiliaries, the 
Community Health Workers (CHW) Scheme and the Dais Training Frogramme, 
which were introduced in the Fifth Flan period (or strengthened as in 
the case of the Dais Training Frogramme), all aim at providing 
antegrated health, family planning = and mutrition services, and 
extending the coverage of the health delivery system. In 1978, some 
22 years after the Bhore Committee report was submitted, the Joint 
Conference of Central Councils of Health and Family Welfare i ¢v71> 
admitted that maternal, perinatal, infant and childhood deaths in India 
continued to be very high and were largely due to preventive factors. 


The policy statement of the Janata Government emphasized the promotian 
all aspectsof family welfare, and in that context the Joint. 
-onference, adapted the following measures for improving MCH Services: <r-2> 

/ 


em mneee ween Stamp Sones Same Sees SHG Meee Sante wered reves steer habe MEMES oraet sree eset abven necet vesn! rete mee vases - Aone cm Soren envan eetey cence wane em reene MeGee DOEGe Sm HEEEY eTEN SORE SES BEE COTES GEE O-WS Renee SE ReaD COINS SOGED Same seus Sree SmEY normy SONGS bunts Groen enw nse 
Pah Soene Otees FONG weeed wre rene} uneeE bdo: Sere Fitee Genet cares ae tee 


(68) Ibid, p.1@-11. 


(69) Government of India, Planning Commission, Fourth Five Year Plan 1969-74, (New Delhi: 


Planning Commission, 1969). 


(78) Government of India, Planning Commission, Fifth Five Year Plan 1974-79. (New Delhi: 


ar nC tele a eS SO oe A SS 


Planning Commission, 1974), 


(71) Government of India, Proceedings of the Fourth Joint Conference of Central Council of 


(7 


Health and Central Family Welfare Council, (New D ini 
meditn ang ventral Fa y weltare | elhi: Mi i 
Welfare, 28-31 January, 1978). — Ee 


2) Sethna, 1978, pp.48-51. 
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a) Screening of mothers and children at risk: 
# Beer bactic immunization of ante-natal mothers with tetanus toxoid, 
: immunization af children with | Det and poliomyelitie vaccines, 


administration of vitamin Ain oil t fe i ~ ieee 
. o childre 2 
folifer tablets; dren, administration of 


“¢) Training of indigenous dais; 

-? Establishment of referral services for mothers and childrens; 

e) Quantification of MCH care objectives for FHC and sub-centre level 

stat f 5 

Zl Continuing education and refresher training for ANMs and LHVs to 
acquaint them with newer approaches to problems, eg. Oral Rehydration 
Therapy (ORT) for the management of diarrhoeal diseases & the changes 

. in government policy. 

g) Adequate supply of essential drugs and diet supplements to health 

a auxiliaries; 

mh) Adequate supervision and support for MCH workers. 


MCH & Family Planning : MCH services, despite the detailed planning and the 
(expansion oF infrastructure and trained personnel, have had little impact on 
the health of women and children as demonstrated by the cantinuing high 
maternal, infant and child mortality and morbidity levels in India. Apart 
from the problems in implementation, high lighted by committees and 
evaluation studies, the subordinatian of MCH activities to family planning 
from 19466 onwards is largely responsible for the poor impact. Instead af 
family planning work being one component of comprehensive MCH services, MCH 
work became a method of gaining acceptors for family planning. 


i - 
- Sir) 


" _—s The pressure on ANMs to fulfill FF targets is linked to the threat of 
penalities for non-performance; the absence of concrete targets for MCH 
work resulted in the neglect of MCH activities in rural areas. The 


‘approach and effort of health auxiliaries were geared towards qaining 
Sacceptors for various contraceptives. According ta a recent study, one 
major reasan for the non—utilisation of FHC services by the rural population 
was the association of the latter with the family planning programme. Women 
preferred the services of a traditional ‘dais’, as the trained ANM used the 
post-partum period toa complete targets. The under-utilization ~ of 
immunization camps was due to their being used to gain acceptors among young 
mothers for Copper T insertions. «vm In 1980, the Village Health Guide 
Scheme was transferred from Health to Family Flanning. It forms part of the 
family welfare budget, and is administered by a Department primarily 
P interested in fulfilling sterilization targets. <¢7a> 


The administration of MCH services was transferred in 1946 fram the 
P Pirector General of Health Services to the newly created Department of 
Family Welfare within the Ministry of Health, and ta the State Family 
Welfare Hureau. According to the Fourth Joint Conference (1978), support 
" to, and supervision of, MCH work in the States and Districts has suffered 
: ly one among many responsibilities of the District 
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& R. Duggal, NGOs in Rural Health Care, Volume Il, (Bombay: The 


73) A. dJesani, M. Gupte 
"i Foundation for Research in Community Health, forthcoming). 


4) Ashish Bose, "The Allocation of Health Care Resources in India. Health for Whom?", Paper 
: presented at the Conference on the Allocation of Health Care Resources 1n India, Columbia 


University, New York, April 14-16, 1986, p.35. 


ited in Sethna, 1978, P- 50-51. 
Rite in, ; ; ee 


Present Fosition : A number of programmes undertaken by the govern a 
implications for MCH work. These include the Expanded Programme 
on Temurizeation (EPI), the Oral Rebydration heh ems. es sgl oem for control of 
diarrhoeal diseases, National Programme for the Control at Boge Palle, 
Development: Frojects and other components of the Family Flanning Progr amma 
and the Integrated Child Development Services (ICDS) Scheme. The delivery 
of MCH services i156 made through the FHCs, family welfare centres and sub 
centres in the rural areas, and the family welfare centres and post partum 


centres in urban areas. 


The package of services includes ¢ 


a) Ante-natal, partum and post-natal care; | 
b) Prophylaxis against nutritional anaemia among mothers and children 
through administration of iron and folic acid supplements; a ee j 
c) Frophylaxis against blindness due to Vitamin “A’ deficiency among 
children (1-5 years) through administration of cencentrated vitamin “A’” 
solution in oil farm; Zs = 
d) Expanded Frogramme of Immunization covering pregnant women; 7 
@) Health education. eva» 


B. Integrated Child Development. Services (ICDS) Programme: The ICDS— 
programme <7z7> has been evolved to tocus attention on children and mothers, 
and is a joint effort involving the Governement of India, various state” 
governments, and UNICEF. Other international and bilateral agencies such as. 


the WEF, CARE, NORAD, USAID, provide varying degrees of assistance. The | 


objectives of the programme are, ; i 

a) to reduce the incidence of low birth weight and severe malnutrition 
AMONG children; os : 
to reduce mortality and morbidity rates among the @-6 years age group; 

ES ta reduce school drop-out rates through early stimulation programmes — 
for 3-6 years old childrens ee | | 

d) to provide environmental conditions necessary for the mental, physical 
and social development of childrens 

&) to enhance the ability of mothers to provide proper care for their 
children; 

#) to achieve effective co-ordination at the policy and implementation 


levels among government departments to promote child development. 


To achieve these goals, ICDS provides a package of services that includes, 
(1) sttipplementary  mutritions (2) immunizations (3) health check-ups (4) 
referral services; (3) TRIP tion. and. health mee eati on: (6) non~farmal 
education. for women. The Anganwadi , with oan Anganwadi Worker ain each 
Village, is the centre for the delivery of services. os ot 


Each Rural Project (non~-tribal) covers 109 Villages with ai population 
of 10, 0a, Of which 17 per cent would be below 6 years Old, and 20 per cent 
women in the 15-44 years age group. An Urban Project fcoverine 1 Lins / haa 
usually has the same characteristic. & tribal project covers about 2@ 
Villages and a population = of oy AID. Each.  prajyect ix headed by a Chiid 
Development Project Officer. ICDS funds also strengthen the functioning of 


a A a Nea aN So I ef eo = 
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(76) GOI, MOHFW, 1985 (4). 


7) 


Also see the Chapter on Nutrition in this Volume. 
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PHCS in project areas throu iti 
- d a © gh the addition of posts of a medical officer 
hd lady health visitors/public health nurses and ten ONIMa cee 


ee ot te © The Frogramme Evaluation Organization (FEQ) of the 
Fianniang COMMLSSION «ye, Carried out an assessment in two phases, covering 


@ baseline survey and a recheck in 1976 & 1977-78. It made the following 
comments : 


® ‘1) The ; Cee Oe Survey was not systematic so that the exact size and 
characteristics of the target group was .not known, resulting in 

4 inadequate supply of inputs. : 3 

S(2) The least Vulnerable child group (3-5 + years) was receiving the most 
attention; the traditional feed-on~-site approach had limited capacity 
to reach the younger and most nutritionally vulnerable .age~-seqments 
(Q@-1 and 1.3 years). 

(3) The composition of the co-ordination committees was predominantly 
official and male-dominated. 

(4) The Anganwadi workers were not health oriented; the concept of delivery 
of a package of services was not properly understood. | 


@ later evaluation study (1982) «ae, however found significant improvements. 
_ The defect in the programme highlighted by this study was the low attendance 
Bain the functional literacy classes for women. The Riostatics Division and 
Human Nutrition Unit of the. ALIMS also reported a positive impact on the 
beneficiary population after 28-21 months of utilisation of the ICDS package 
 <@1> 


On the other hand, the National Institute of Fublic Co-operation and Child 
Development (NIPCCD) <a2z> drew attention to the unsatisfactory staff 
position in many projects, the lack of co-ordinated approach between health 
- and non—-health staff, the poor performance of the functional literacy 
component and the irregularity of the supplementary nutrition programme. 


a ee lee eraeinain ae he me er a eS Mm ee Ee 


78) Government of India, Integrated Child Development Services Scheme, (New Delhi : Ministry 
of Education and Social Welfare, 1978) pp. 1-31. 


(79) Government of India, Report on the State of Preparedness of the ICDS Projects, (Nen 
4 Delhi: Planning Commission, Programme Evaluation Organization, 1976). 


(80) K.G. Krishnamurthy and 4&.V. Nadkarni, Integated Child Develo ment Services : An 
7 Assessment, (New Delhi: UNICEF, 1983). 


481) B.M. Tandon, Integrated Child Develo ment Services in India, (New Delhi: AIIMS, 198). 


(82) Government of India, A Report on ICDS workshops for _BDOs CDPOs MOs Organised at 
q Gauhati, Tirupati and Udaipur, (New Delhi: NIPCCD, January-February 1978). 
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GLOSSARY 


Refers to pre-eclampsia in. -pregnancy 
complicated with convulsions. Early 
diagnosis of pre-eclampsia by good 
ante-natal care & early treatment can 
help to prevent the incidence Of 
eclampsia. 


(1) Eclampsia 


(2) Obstetric Shock Collapse of circulation & a critical 
reduction in blood supply after the 
delivery. 


(3) Post-partum haemorhage Excessive bleeding from the genital 
tract at any time after the birth of 
the baby upto the end of 6 weeks 
(puerperium period). Careful ante- 
natal care, treatement of anaemia in 
pregnancy & proper conduct of labour 
are same of the important preventive 
MEASLES. 


(4) Pre-eclampsia A syndrome specific to late pregnancy 
(after 20 weeks). It is characterised 

by persistent high blood pressure at 

above 140/99 mm Hg. and oedema or 

proteinuria or both. The development 

of pre-eclampsia can be checked by 


careftul antenatal Supervision, 
adequate rest & proper salt restricted 
diet. 

(5) Puerperial sepsis AN acute infectious complicatian 
eccuri ng: within four weeks of 
childbirth or abortion, Rs 


characterized by fever, malaise & foul 
smelling, abnormally prolonged lochia. 
The asceptic technique for conducting 
delivery, other obstetrical procedures 
“& general measures for the prevention 
at crass-infection CaOnsitute 
prophylaxis against this condition. 


(4) Toxaemia of Pregnancy Comprises a syndrame of hypertensive 
disorders, including pre-eclampsia %& 
eclampsia. 
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NUTRITION 


Introduction 


Undernutrition and Protein-Calorie Malnutrition 


The protein gap theory 

Magnitude'of the problen: measurement and 
Classification of Protein calorie 
malnutrition (PCM) 


Controversy regarding the extent of PCM in 
India 


The real reasons for hunger 


2 Skewed distribution of land, inputs and 
income 
Se Agro-economics of nutrition 


iii. Illitracy, morbidity and mortality 


Vitamin and other Micro-Nutrient Deficiencies 


Vitamin A deficiency 

Deficiencies of B complex vitamins 
Iron deficiency anaemia 
Goitre 

Lathyrism 

Nutrition and maternal health 


Attempts to Remedy the Situation 

School Mid-day Meal Programme(MDM) 

Applied Nutrition Programme(AMP) 

Special Nutrition Programme(SNP) 

Integrated Child Development Services(ICDS) 


Scheme 


Programmes for Specific Deficiency Diseases 
Vitamin A Deficiency Prevention Programme 
Prophylaxis against nutritional anaemia 
National Goitre Control Programme 

Food fortification programmes 
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NUTRITION 
1. INTRODUCTION — 


The body needs energy for the maintenance of body temperature, for 
metabolic purposes, for Supporting growth and for physical activity. The 
energy value of foods is expressed in terms of kilo calories. The K cal or 

calories is the heat required to raise the temperature of ikg of water by 
—18C cad, Calorie allowances are recommended according to .aqe, sex, physical 
activity, altered pshysiological status (pregnancy and lactation) and 
environment, in order to ensure enough energy for the above functions. 
Allowances for vitamins and essential nutrients are similarly arrived at, 
i.e. by determining the average requirement. 


At the International level, the Expert Group of the FAO/WHO. has 
—6 formulated standards in respect of calorie allowances. Recommended 
standards for the Indian conditions were set out by the Nutrition Expert 
Group at the Indian Council of Medical Research (ICMR) in 1968. ¢s, The ICMR 
updated, in 1981, its recommendations on dietary allowances of calories and 
nutrients, ain accordance with the revised guidelines of the FAO/WHO and the 
results of various studies carried out in India. «sx, Its scales are based on 
the average needs of individuals in specific groups, namely infants (upto 1 
year of age), children, adults, pregnant and lactating women. Since body 
weight, daily activity and age influence energy needs in adults, recommended 
@llowances are suggested for a Reference Man (RM) and Reference Woman (RW) 
in the age group 20-42 years of age (Table I). . 


Table I : ENERGY ALLOWANCE FOR ADULTS 


OO ORE Ht LR EON NN NL SS SE ee ee ne ne fe meee eee AE er ney niet Let SRE St SY Se me SNE ms ee A Le A i NS ARLE A TR He LS SEE A SO A Le A EE AS SE SE SR SY ENE ERY NEY EN Oe SE Se aE 


CATEGORY REFERENCE BODY WEIGHT ACTIVITY ENERGY ALLOWANCE 
(Eig. ) (KO Cal) 
Man wed Light 240Q 
Moderate 2800 
Heavy 3900 
Woman 45 Light 1922 
Moderate 22080 
Heavy S000 


exers erase (erin Senn Stee een arid Stl SO CD ND CD ONS SOND GEER Notes COND CUD AED EAT SOND MED HOD SEND CES Sone SED GRD NERD SUN OED GENE ANE Sou cen ecto Gane eum oe GUENS Mane SOD GENE exes <EaD my ENED GREY SED SEES SE SNS SE GUD SED SE 
SOS OR REE OEE Fee te A HE Re St SR EE RE RE RY eR nm ee ey ce 


Source : ICMR, 1981, Table 2.1, p.4. 


Nutritional disorders camprise three forms: undernutrition, 
overnutrition and malnutrition. Undernutrition and malnutrition are major 
problems in India. This chapter presents an account of the nature and 


a) J.€. Park, Text book of Preventive and Social Medicine, 4th Edition, (Jabalpur ¢ Shri. 
Banarsidas Bhanot, 1974), p.135. 


(2) Ibid pp. 136-137. Standards for calorie allowances for Indians were first formulated in 
’ ° . 


1944, and were subsequently revised in 1955. 


(3) Indian Council of Medical Research, Recommended Dietary Intakes for Indians, Roesie Delhi 
ICMR 1981) See also “Energy Requirements and Recommended Allowances » Nutrition 
9 : e 


News, Vol.3, No.4, July 1982. 
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extent of these disorders, their canees. and the programmes devised by the 


government to tackle them. 
2. UNDERNUTRITION AND PROTEIN-CALORIE MALNUTRITION 


Undernutrition is the inadequacy of Kilocalories in the diet, while 


malnutrition denotes clinical deficiency arising from the lack of one or 


more nutrients «a». The two are closely related in the Indian context, as 


discussed below. 


The ‘Protein-Gap’. Theory: 


In the late 6@s, protein malnutrition was seen as the major problem in 
poor Third World Countries. The United Nations published areport, «a> in 
1947, on the crisis of the ‘protein qap’ in these countries; it estimated 
that one-third of the children in developing societies were protein 
malnourished and likely to be suffering from permanent brain damage cea» 


Later studies, however, could provide no objective evidence for the 
insufficiency of protein in the Indian diet. The problem instead was the 
inadequate intake of calories, below the minimum required ta meet energy 
needs. "It was realised that protein synthesis is very expensive in terms 
of calories; unless the calorie needs are met, protein malnutrition cannot 
be avoided". cv» This problem is known as protein-calorie . malnutrition 
(FOM)s ait is the most widespread and qeneralised form of malnutrition in 
India, mainly concentrated among the poorer socio-economic sections of the 
population. 


Magnitude of the problem: Measurement and Classification of Protein Calorie 
Malnutrition (PCM) 


Various methods are used in assessing the mutritional status of a 
community, and in distinguishing the population with normal status from that 
suffering from undernutrition. Anthropometric measurements are one of the 
mast important and commonly used tools. The basic measures are - 


(i) height and weight - weight for age and height for age are 
indicators of the duration af malnutrition, while weight for 
height is an index of the current nutritional status; 

(ii) arm Circumference - it is an index of protein energy deficiency in 
early childhoods and 7 


(iii) skintold thickness - i8 a means to evaluate the reserve of 
caloriese im the body. ; 


(4) P.V. Sukhatme, “Improving Living Conditions in Villages- Interviews with the Press", ir 


P.V. Sukhatme (ed), Newer Concepts in Nutrition and their Implications for Policy, (Pune: 


Maharashtra Association for the Cultivation of Science, 1982). 


United Nations, International Action to Avert the Impending Protein Crisis, (New York 3 
UN, 1968). 


(6) For the political and economic factors influencing these developments, see D. Banerji, 


"Epidemiological issues in Nutrition", Indian Journal of Nutrition and Dietetics, Vol.1é6, 
1979, 


(7) Sukhatme, 1982, p.247. 
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We fost reliable method is Clinical examination. Cther methods include 
Laboratory and biochemical examinations (haemoglobin estimation and 
examination Of stools & urine) to diagnose specific deficiencies; dietary 
examinations including €@ diet survey, to assess the amount and type af food 
consumed by people; the study of vital statistics, Namely in¢and: aeenbey 
rate (IMR), neonatal mortality rate, mortality in the age-group 1-4 years 

and life expectancy: and the assessment of ecological factors. cs) ' 


In the measurement of the magnitude and severity of PCM, reference is 
made to the standards of normal pattern Of growth and development in infancy 
and childhood. The reference population and growth patterns most Widely 
used in the UN reports, are the standards of height and weight for age of 
American children known as the “Harvard Standards".cw, The ICMR, from 19% 
ta 1965, sponsored a nation-wide cross-sectional »y anthropometric study = on 
Indian Children (1-20 years of age) to establish standards of reference of 
growth and development, the extent of deviation from the existing western 
standards (particularly the Harvard Standard), and the factors influencing 
growth and development: income, socio-economic status, religion and 
residence. «ae» The study established that both height and weight for age 
decreases with socio-economic status, and even socio-economic group II (the 
second highest) is substantially below Harvard Standards (HS). In terms of 
percentile distributions, the ICMR study shows that by age of two years, the 
90th percentile of Indian children are at the S@th percentile of HS; in 
teenage years only the 95th percentile are at median HS. <¢a4) In another 
study on pre-school children, published in 1974, the ICMR found that the 
deficit in weight (across regions) was 40-SQ@ percent below that of American 
Standards. <¢1a2> 


PCM is classified into three degrees: mild, moderate and severe. 
Nutritional marasmus and Kwashiorkor are the two severe forms of FCM in 
childhood. Kwashiorkor, which arises from protein deficiency, is widespread 
in Africa, while marasmus, mainly due to severe deficiency in overall 
food intake, is the more common form in India. Such extreme forms however 
account for only a small proportion of the population; the larger proportion 
is characterised by mild to moderate malnutrition (Table II). The Indian 
data establishes that 85 percent of children under tive years were suffering 
from varying degrees of malnutrition in 19781. cam» Surveys among pre- 
school children from ditferent parts of the country have shown, 
that the diet of more than 90 percent from the poor economic group is 
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(8) Park and Park, 1979, p.158. 


(9) J.C. Waterlow, "Classification and Definition of Protein-Energy Malnutrition", in WHO, 
Nutrition in Preventive Medicine, Monograph Series No.62, (Geneva: WHO, 1976), p.534. 


(18) Indian Council for Medical Research, Growth and Physical Development of Indian Infants 


and Children, Technical Report Series No.18, (New Delhi: ICMR, 1972). 


411) D. Seckler, "Small but Healthy”. In Sukhatme,(ed), 1982, p. 131-132. 


n Pre-School Children, Technical Report 


* 


412) Indian Council for Medical Research, Studies, 0 
Series No.246, (New Delhi +: ICMR, 1974). 


See also the chapter on Health of Women and Children. 
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(15) 


PERCENTAGE DISTRIBUTION OF 1-5 YEARS CHILDREN ACCORDING TO 


Table II : 
GOMEZ CLASSIFICATION (1976-80) -NNMB_ DATA. 
YEAR OF NUMBER NORMAL MILD MODERATE SEVERE 
SURVEY SURVEYED 90% 75-9O% 60-75% 60% 
2 = mens Sh a ar 
1976 &775 10.6 Aid 39.8 
1977 A713 14.35 42.4 34.9 9.4 
1979 3713 14.2 43.¢ 34.7 7.9 
19980 4008 14.8 47.9 32.6 EGR 
1981 2516 isa3 458 34.5 Aa? 


iniae cides wen ne er i sn it eh nk eb <A ln eh hs ts ls NG mente te ns Stn oh wr tr Se 
seats cecee seene proms sores $- a8 eaame beeen eooae conte aeent PaEES voner simae soos _ 


Source : National Nutrition Monitoring Bureau. cas» 


deficient in calories. The deticiency | in protein was observed only in 30 
percent.of the children. Cass 


Controversy regarding the extent of PCM in India 


The measurement of malnutrition is a politically sensitive 1ssue, as 
the average energy requirement forms an integral part of the procedure for 
calculating the poverty line, and tor formulating appropriate strategies to 
alleviate poverty. Im 1971, Dandekar and Rath defined the poverty line as 
that level of annual per capita consumer expenditure, which would ensure a 
diet adequate at least in terms of calories Cand nat food or shelter). Using 
the recommended allowance of 2250 calories per capita (per person, per day) 
they estimated that 4@ percent of therural, and SQ percent of the urban 
population, did not have income for satistying their minimum calorie 
requirement. crams . 


However the use of a fixed, average calorie allowance norm has been 
disputed by F.V. Sukhatme. Fointing to the considerable inter-individual 
and intra-individual variations in daily calorie intake and enerqy 
expenditure, he states that, “man’s requirement for any day or periad 1s not 
fixed but dynamic, adapting itself to intake over a fixed range from 60 to 
140 percent of the average dietary allowance". Furthermore, "...«..the body 
nas the innate Capacity to interact with environment to adapt requirement to 
intake by varying the efficiency of utilization by slowing down rate of 
metaboligam and speeding up the same as. occasion demands". oa7> The 
nutritional requirement in terms of calories should be formulated as a range 
(ancl not ai single figure) determined by a standard deviation of about 400 
calories from the averages the. lower unit af this range constitutes 


ee eee Genes mente meee Maney emma Fomet Senet beth antes treme Enter deere ones nets meses 
eo “ et remes comes estee “ 
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(14) Cited in C. Gopalan, “The Mother and 
No.4, January 26, p.1él. 


Gs  Gopalan et al., Nutritive Value of Indian Foods, (Hyderabad: National Institute o 
Nutrition ‘ 1981), p.43; UNICEF, Statistical Profile af Children and Youth in India. (Ne 
Delhi: UNICEF/SCAR, 1977); Central Institute of Research and Training in Public Co 


(16) V.M. Dandekar and N. Rath, “Poverty in 


India", Economic and Political Weekly, ‘ 
January 2, and 9, 1971. a i: 


(17) P.V. Sukhatme, "Poverty and Malnutrition". In Sukhatme (ed) 1982, po. 37-38. 
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23) "Malnutrition - Infection - The Vicious Cycle", Ne 


(24) D. Banerji, “Measurement of Paverty and Undernutrition", 


¢ 


undernutrition. 1920 EF cal is the lower threshold limit, and accordingly 
anly 2M percent of the urban population and 15 percent of the rural 
population, are undernourished. In his view, a lower out-off point for 
povertyensures that the benefits of official programmes will be directed 
towards those who are really poor, and not the non-poor. ¢1@> 


td 


| EN Sit” even after taking the question of variation into account, 
Dandekar demonstrates that 38 percent to 4Q percent of the rural population 


is undernourished. The  NNME data on households where diet survey was 
carried out, supports this figure. «a6, To quote Dandekar, "....the choice 
for the poor inevitably falls on expenditure. They adjust their energy 


expenditure to their energy intake. Over a long period, maybe extending 
Over generations, the poor have achieved a low level equilibrium with low 
intake and low output". eae 


Experimental studies on animals have shown that malnutrition during 
ertipeal phases in infancy and early childhood can lead to the stunting of 


physical growth. "Growth retardation in the poor children seen as low bady 


weight and height is the result of a child trying to adapt itself to chronic 


low energy (and essential nutrients) intake". ¢«¢eaa, This 18 evident in the 


short adult stature in developing countries. Children “must be fed eneray 
at the recommended levels for their age so as to enable them to catch up 
in their growth". ¢2z2 Furthermore, poor malnourished children are at a 
greater risk compared to their well-to-do counterparts, from complications 
arising out of communicable diseases. Measles, tor instance, precipatates 
severe Malnutrition in an already malnourished childs; cam» 1t 16 also an 
important cause of child mortality in the lower socio-economic groups. 


A lower out-off point for defining the poaverty line has poelitical 
implications, particularly tor programmes on nutrition, for determining the 
extent of national expenditure on health, and for settling the minimum 
wages of agricultural labour. 


D. Banerji has probably made the most relevant observation on this 
issue of measurement.- Fointing out the human perspective, 1 oes the 
relationship between man and hunger, he observes, "the number of days in & 
year an individual suffers from varying degrees of hunger 16 a point of 
central concern for those who want to have a sensitive tool for measuring 
the degree of undernutrition in a population". caa, Tnat the individual is 
hungry.is the central fact. All else is secondary. 
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(18) Ibid, p. 46. 
(19) V.M. Dandekar, "Measurement of Undernutrition", Proceedings of the Nutrition Society of 
y 


ndia, No. 27, 1982. 


:20) Ibid, p. 24-25. 
21) Nutrition News, July 1982. 


22) Ibid. 


utrition News, Vol.6, No.4, July 1985. 


Economic and Political Weekly, 


No. 39, 26 September 1981, p. 1581. 
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In a study using hunger as the indicator, Banerji demonstrated be 
almost half the Indian population was unable to satisty its hunger. The 
proportion would increase greatly if the criterion was shifted from that of 
‘two square meals a day’, to ‘two square What eseme meals a day’. cas» 


The Real Reasons for Hunger 


Aare hunger and generalised malnutrition inevitable? The post- 
independence growth in food production, at the rate af 2.6 percent per year, 
has kept pace with the increase in population, especially after the 
introduction of the new agricultural technology in the 6s. This is, 
however, valid only for the overall food supply in terms of calories. The 
distribution of food consumption 1s highly skewed, «ze, as the discussion or 


the poverty line has shown. 


(i) Skewed distribution of land, inputs and income : 72% of the populatior 
(1981) lives in the rural areas, depending mainly upon agriculture for its 
livlihood. Rising agricultural productivity (per hectare of cropped areé 
and in terms of prices) has mot brought prosperity to all the rural classes. 
Non-implementation of land reforms, high costs of the new technology, anc 


lack of alternative employment opportunities in urban-based  capital- 
intensive industries has intensified the pauperisation of the lower S0C10- 
economic groups. This is evident from the fact that nearly SS percent of 


all operational holdings in 1976-77 were. marginal holdings (less than 1 
hectare), and the number had increased from Si percent in 1970-71. Marginal 
and small holdings (1-2 hectares) together constituted nearly three-fourths 
(72%) of all Operational holdings, but their share of the total aree 
operated was only 23.4 percent. At the other end, large (10 heactares anc 
more) and medium (4-10 heactares) holdings, comprising 14.6 percent of all 
holdings, operated S7 percent of the total area. «zz. i 


The number of agricultural labour households also increased from 4.7 
Million in 1964-45 to 10.2 million in 1974-75.  ¢«2e, The daily wage rate of 
field labour in most states, has not kept pace with the rise if 
productivity. cae» The daily wage for agricultural labour in Maharashtre 
is Rs. 5.10 instead of the minimum wage of Rs. 108.70, which alone woule 
enable the labourer to meet the ICMR’s recommended intake of 3900 cal. = anc 


St eae sete Mone omey Reet FOREE SERED Horne DERD peDEY toes Lome somes iter aneen mess — eS oe. —_ 
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25) Ibid, p. 1581. 


(26) V.K.R.V.. Rao, Food, Nutrition and Poverty in India, (New Delhi : Vikas Publishing Hou: 
Pvt. Ltd., 1982), pp. 116 and 121; T. Philip, "Food For All", Economic Times, Saturd 
Supplement, 17 October, 1981; R. Paul, “Serious Food Crisis Ahead", Economic Times, . 
October, 1981; A. DeSouza, "Political Economy of Food", Economic Times, 3 November 
1981; A Gupta, "Poverty and Unemployment", Economic Times, 22 October 1981. 


27) "The ather Growing Army", Economic and Political Weekly, Review of Agriculture, No.39, | 
September 1981, p. A-77., 


(28) Ibid. 


29) See Tables 42-43 for Indices of Real Wage Rates of Male Field Labour. and Indices « 
Productivity Fer Hectare of Cropped Area in Different States (with 1954-57 as Base year. 


In Centre for Development Studies, Poverty, Underdevelopment and Development Polic' 
(Madras: Orient Longman, 1977), p.9Q. 
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maa) c a : s 
400 cal. respectively for male and female workers doing heavy work. «se 


There is a close ti 
— 2 relationship between the amount of - , 
calorie intake (Table II1). | land a man owns and his 


‘Vable IIl s CALORIE AND PROTEIN INTAKE ACCORDING TO LAND OWNERSHIP FOR 
DIFFERENT STATES-POOLED (1975-78) 


ne Re ORG teen COREE HEN Net SONS Steed ents Se NN LN NR SN See ele GUNNS Gee eneS NE Hens Gee ened cy pmee 
ee eee ene mae ee Mee Meet OT Ht Le i i A A Sr HO et el i Me Me SR Se A A Ae A SO I i Ge Se GY OR I A OS GT SR Si A Ke me So MO AiR 


STATE NOLAND. § ACRES S-10 ACRES CALO- 


See ree aee a oe  F ngewe mee Hee mtn reemrerpenion 


(PROTEIN) CALORIES (PROTEIN) CALORIES (PROTEIN) RIES. 


 FROTE eN tenn Perey eeeee tenet Gites Se ete ie LOND ee Ne eee See A Meet Se Ae Gh Hm nme pint 
a ht Tan tans me A ot ho on Tr ht A A a i eT AT A Fa Ree eS Ae Mee Ae A SI Ae he a NO ee LE Me tO te Ke me A A SN SN eI Aen Se RRA Se 


Pramil Nadu 52.3 2108 Sh. & 2320 Bere 2671 
- Karnataka 63.3 O12 65.3 2576 76,3 2B6D - 


Andhra Fradesh |. 2.8 2274 59.7 2480 72.3 29°34 


_ Maharashtra 58.8 ZMQS cor, he 2178 65.7 2251 
6 Gujarat wlak 1999 6Q.1 2042 64.5 2234 
Madhya Pradesh 58.0 1977 59.9 1939 ors 2108 
West Bengal 48.7 1846 Whew 2346 76.3 3053 
_ Uttar Pradesh 64.2 19914 66.2 2116 FonF Raed 
4 Source : NNMB, Report for the year 1979, (Hyderabad: NIN, 1980), Table 


a, De wve 


Almost all the poor cultivators and labourers are unorganised while the rich 
and middle farmers enjoy the benefits of well-structured co-operatives. 


(41) Agro-economics of Nutrition = Pulses and cereal grains (including 
coarse varieties) are complementary in improving the amino-acid ‘balance of 
vegetarian diet; consequently the traditional Indian diet of dal-roti and 
 dal-bhat’ has been adequate in respect of proteins. cxa> However serious 
distortions in the diet pattern are observed with the increasing 
marketisation of the economy and the commercialisation of agricultural 


production. 


The production of pulses and coarse grains (sorghum, millet, maize), 
cultivated mainly in the dryland areas by small and marginalfarmers, and 
providing the mainstay of the diet and the major source of protein of the 
poor, has fallen in relation to the commercially attractive, high yeilding 
cereal production. For example, protein produced through cereals and pulses 
which was in the ratio of 58:42 percent in 1951, changed its mix to GG: . 22 


per cent in 1978-79. / 


RR i Reese as aie ACN te da! gn i 


Not only did the overall production of pulses decline from 10 - 13 
million tonnes to 8.4 million tonnes in 1979-80, but the prices of pulses 
overtook those of cereals, rising to Rs. £95/- per quintal in 1988 as 
against Rs. 189/- per quintal for cereals. That pattern has continued to 


* date. The ratio of production of fine 
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grain to coarse grain has also 
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in Maharashtra", Economic and Political 


=A 


(38) A. Bang, "Minimum Wage for Agriculture Labour 
4 Weekly, No. 35, 29 August, 19781, p.141%. 


ee u" March of Indian Agriculture-Catching up with 2008 AD", 
- H.K. Jain Evolutionary Vee Rad, “The 


iti iety of India No.30, 1984, p.7} 
r dings of the Nutrition Society ‘ 
a In Rao, i782, pp 1181-148. 
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Vegetarian Tradition in Indian Diet”. 


changed ems . (hese trends adversely affect the diet pattern and meagre 


consumption of the poor households. 


Commercialization also means the diversion of quality foods from rural 
to urban areas. the ‘Operation Flood" programme for instance, has increases 
the availability of quality milk for urban consumers at the expense of (Che 
diet of the poor rural producers according ta V.K.R.V.«Rad. Liceul Increased 
incomes from the market sales of agricultural produce does" not necessarily 
improve rural consumption in nutritional terms; production for the market 
Leaves the poor farmer at the mercy of high prices of foodgralns. 


The public distribution system has worked best as an emergency measure 
against shortages arising from droughts, floods and seasonal calamities. LS 
has not become a part of the economic infrastructure linked with the 
abolition of nutritional poverty and the avoidence of wastage. 


(iii) Illiteracy, Morbidity and Mortality 2 The rate of infant mortality 
(IMR), general morbidity and life expectancy are closely interlinked with 
poverty, malnutrition and the extent of literacy. The IMR was 114 (per 1000 
live-births in 1980, but its decline from 120 per 1800 in 1977 was 
accounted for by a decline in just five states. Some 46 percent of all 
child mortality is in the age-group of under five years, and the expectancy 
at life at birth (1980) is 54.1 years and 54.7 years for males and females 
respectively. ezay The favourable health statistics in Kerala, particularly 
the low IMR (42 per 10@@ live births in 1978) yeas 18 partly attributable to 
the very high literacy (70.4%), especially female literacy (64.7%), and high 
female status. The national literacy rate on the other hand is only Oe @ 
percent (1981 census). 


Amartya Sen drawing a comparison between the performance of India and 
China in eliminating regular hunger and expanding longevity, observes that 
though the post-independence Indian economy has been less vulnerable to 
Large-scale famines and starvations in comparison toa the severe famine and 
high mortality in China in the years 1989-61, the latter has vastly improved 
the general level of nutrition =end lite expectancy, and expanded the 
educational and health facilities. To quote him, "Qne of the major blots 16 
the survival of regular malnutrition - as distinct from acute starvation and 
famines - in most parts of Incdia..weee. India’s ‘self-sufficiency ’ in food 
has to be assessed in the light of the limited purchasing power = of the 
Indian masses. Their needs. maybe large, but their “entitlements” in the 
market are small; that the economy produces enough to meet their market 
demand is not in itself a gigantic achievement". ese» 
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(32) S. Rajagopalan, "Food and Nutrition Strategies for Achieving Health for All by 2008 AD 


ss) V.K.R.V. Rao, "A National Policy for Food and Nutrition". In Rao, 1982, pp. 128-129. 


(34) Gopalan, 1985, pp. 1461-162. 


(35) te Panikar, "Resources not the constraint on Health Improvement, A Case Study ¢ 
Kerala", Economic and Political Weekly, No.44, November 3, 1979, pp. 1805-1810. 


(36) Amartya Sen, “India ;: v e Doing and the Undoing", Economic and Political Weekly, No.1 
»] 


February. icy 2965, p.72: 
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3. VITAMIN AND OTHER MICRO-N EFICIENCIES 


ia. x mn Petr aah oe POM. Which is generalised, vitamin and micro-nutrient 
deficiencies are localised, arising from the lack of a specific nutrient, 


Vitamin A Deficiency 
a Mitamin @ deficiency is prevalent in all states, except the northern 
_ states (Delhi, Haryana, Punjab, Himachal Pradesh, Jammu & Kashmir), and is 
— most widespread in South India and Bengal. easy,» It is concentrated among 
_ the children of poor socio-economic groups, and is highest in remote tribal 
and rural areas, and possibly slums. Initially it manifests in night- 
blindness. As time passes the cornea becomes affected, leading toa 
blindness. Among G2 million Indian Children aged 15-20 years, 7.4 million 
have non-corneal, and @.22 million have corneal, X erophthalmia (i.e. 
© advanced degree of vitamin A depletion). The same author estimates that 
— 2,900 Indians become blind annually, and 110,000 to 131,000 partially blind 
CCS e9 > 
Deficiencies of B Complex vitamins 

The poor intake of Vitamin H (thiamine) leads to a group of diseases 
called Beri-Beri, commonly found in areas with a diet of polished rice, such 
as coastal Andhra Fradesh. Niacin deficiency leads to pellagra, and has 
been observed in the Deccan where jowar is the staple food. cx» 


Some 4@-60 percent of pre-school children, 25 percent of women in the 
Na reproductive age, and 50 percent of pregnant women in the Third Trimester 
of pregnancy in India suffer. from iron deficiency anaemia. cam» It can 
adversely affect the course of pregnancy, and is directly or indirectly a 
major cause of maternal mortality. <c«aa> It is directly responsible for 4.3 
percent of the total mortality in the country. «az Recent data suggests 
that its incidence in adult males and non-pregnant women may be much higher 
than hither-to believed. cas, the lesser known, and less common, 
megaloblastic anaemia or pernicious anaemia is due to the deficiency of 
either folic acid or vitamin Biz-, or both. 


(37) Gopalan et al, 1981, p.43. 


(38) P.M. Shah, "Strategies for Prevention of Malnutritional Blindness in India: operational, 
methodology, management, monitoring and cost/benefit", 1978. Quoted in WHO, Technical 


Series 672, Conrol of Vitamin A deficiency and Xerophthalmia, (Geneva : WHO, 1982), pp. 
22-23. 


Gopalan et al, 1981, p.46. 


R.S Narasinga Rao, "Iron fortified Salt - Does it modify susceptibility to infectiaon?”, 


Nutrition News, Vol.3, No.3, May 1962. 


Gopalan et al, 1981, Pp. 45. 


Central Statistical Organization, "Leading causes of Mortality in India - 1971, (New 


Delhi: CSO, 1972). e up di the Advisor 
be Be nd Challenges in Nutrition Research Proceedings of the Advisory 
meee per tannees* = : July 2-4, (New Delhi: ICMR, 19780). 


Group on Nutrition Research of the ICMR, 
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Goitre 


Deficiency in the intake of - iodine in the diet Causes Goitre 
(enlargement of the thyraid gland) which is associated with the OVE BCNS Fe 
or underactivity of the thyroid gland and can result in retarded growth and 
cretinism. Abaut 40 million Indians suffer From goitre, caarn and with the 
identification of new endemic areas, over 170 Million people need protection 
against it. «as» The endemic qgoitre belt stretches across the entire eub- 
Himalayan region and includes the states of Jammu and Kashmir, Himachal 
Pradesh, - Punjab (3 districts), Haryana (1 district), Bihar (9 districts), 
Sikkim, Assam, Mizoram, Meghalaya, Tripura, Manipur and Nagaland. Endemic 
goitre has also been indentified in Andhra Fradesh, the Aurangabad district 
of Maharashtra, Shahdol and Siddhi districts of Madhya Fradesh, and in 
Gujarat. The prevalence rate in these areas ranges fram 3 percent to 6¢ 
percent with an estimated average prevalence of 30 percent. 


Recent studies by Kochipillai and others (AIIMS), found evidence of 
thyroid hormonal deficiency in 3 percent of offsprings. Studies by Agarwal 
have indicated that risk to the physical and mental development of 
offsprings of mothers living in endemic goitre areas, is more widespread, 
serious and insiduous than revealed by occurrences of Cretinism and deaf- 


MUTT SM. cam 


Lathyrism 


The disease lathyrism, characterised by crippling paralysis of the legs 
and affecting mostly young males, is caused by the toxic substance BOAA (8 
Oxalyl amino alanine) contained in the pulse lathyrus GSativus (Resari dal). 
It is endemic in the districts of Rewa and Satna in Madhya Pradesh, and is 
also prone to epidemic outbursts. Its prevalence is due to a variety of 
reasons 3: the traditional birri diet ~ a mixture of Kesari dal, bengal gram, 


wheat or barley; the increased consumption of kesari dal by poor farmers 
during periods of drought and poor rainfalls and the continuing practice by 
landlords of paying wages in the form of lathyrus sativus to farm 
labourers. These factors have made it difficult to persuade peaple to 


reduce their intake. cay, 


The observation of a NIN team caa> that the disease was on the wane in 


Rewa and Satna, is unwarrented. Available reports indicate that lathyrus 
sativus has become a cash crop, more profitable to the landlords than aS 
payment in kind. Due to the relative scarcity and current high prices of 
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(44) C. Gopalan, "The National Goitre Control Programme - A Sad Story", Bulletin of th 
Nutrition Foundation of India, 1981. Reprinted in Nutrition Foundation of India, Th 


National Goitre Control Programme, A Blueprint for its intensification, Scientifi 
Report 1, (NFI1, 1983), 9.55. 7 


(45) Ibid, p.10.- 


(46) Ibid, p.25 and p.10. 


(47) Nutrition Foundation of India, The Lathyrisa Problem, Current Status and New Dimensions 


et nt en See aN ere. 


Scientific Report 2, (NFI, 1983). See also kK, Jaya Rao, "Kissa Kesari Ka", in A. Bang | 
A.J, Patel (ed), Health Care : Which way to Go? (Pune : Medico Friend Circle, undated). 


(48) eee Nutrition Monitoring Bureau, Report of the Year 1979, (Hyderabad : NIN, 1980) 
p. 2058. mar 
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pulsees like bengal gram, the adulteration of pulses with lathyrus has become 


“A 


profitable propostion, particularly for sale in Andhra Pradesh = and 


Karnataka. Consequently the land under lathyrus cultivation in MPF has 
expanded, particularly in Raipur/Chhatisgarh districts. caw» 


Large number of “pregnant women do not get the calories they need. 


Studies in the 1960s shawed that the daily calorie intake of pregnant women 
from low income groups ranged from 1400 to 1600, in contrast to the ICMR's 
recommended intake of 2500 cal/day. coor A more recent study in the same 
region found no improvement in the dietary status of women despite socio- 
economic advancement over the years. si1> Batliwala has demonstrated that 
the respective energy contribution of men, women and children is 31 percent, 


wo 


percent and 16 percent. Women’s day-to-day tasks of gathering fuel, 


fetching water and cooking, demand greater energy expenditure; yet the 
pattern of food consumption in the family remains biased towards the male 
members. <a> 


Research on -.the relationship between nutritional status and 


reproduction has shown that low birth weight and prenatal mortality are 


significantly higher among severely undernourished girls, and sometimes ~ 


ji 


among those wha are moderately undernourished (Table 1V). However, a study — 


on 


the reproductive performance in rats with different histories of — 


malnutrition showed, that rats with intergenerational malnutrition had Low 
weight gain in pregnancy but the duration and number of live-births was no 
different from well-fed controls, suggesting adaptation to long-term dietary 
deprivation. com> This may account for the rising population growth rate in 
poor, Third World countries. | 


Table IV s MATERNAL NUTRITION STATUS AND OUTCOME OF PREGNANCY. 


mn Secret oa 


es ay ee cents Dann ese Sins eee Sao Wut Ate in ett ass in DU Na es ED OE vena aNN wn sine ents te iano aioe cite aU Naw Came SG ney NR WS RRERN Se ramen eee Ce Deel 


GROUP ACCORDING TO FOE TAL. BIRTH BIRTH DEATH 
NUTRITIONAL STATUS LOSS WEIGHT WEIGHT DURING — 
IN CHILDHOOD BELOW 2.5KG. INFANCY 
ht kg % % 
Geveraly undernourished 1i..3 o.41 le 11.8 
Moderately undernourished 8.9 Zen? 42.2 = Pi 
Mildly undernourished S.2 vee be 37.1 See 
Normal a 2.62 Rd = Pare | Ps ice 
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Source : NIN, Annual Yeport - 1 Jan. to Dec. 325 19795 (Hyderabad: NIN,” 
1980), Table 69, p.112. 


NFI, 1983, p.41. 


C. Gopalan and B.S. Narasinga Rao, "Special Report Series No.60", (New Delhis ICMR, 


1980). 


NNMB, 1980, pp. 86-89. 


S Batliwala, “Rural Energy Scarcity and Nutrition: A New Perspective", Economic and 


Political Weekly, No.9, February 27, 1982. 


lZartarian, "Reproductive Performance in Rats with different Histories 


J.R. Gallner and 6G. Vol.45, No.2, March 1981, p.251. 


of Malnutrition", British Journal of Nutrition, 
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4. A. ATTEMPTS TO REMEDY THE SITUATION 


: : sta 3 ight to tackle problems of 
Union and State Governments have SO , ated 

eesti gial disorders through nutritional intervention programmes included 

in successive Five Year Flans, and aided by international agencies. A 


review of the major programmes is given below. 


School Mid-day Meal Programme (MDM) 


This programme was initiated in Kerala in 1961, and its coverage has 
increased to over 14 million children between the ages of 6-11 years of age 
in some states. «ea, Meals, snacks, milk and other diet supplements are 
given to children in primary schools with the following objectives: 


(a) provision of supplementary nutrition of 200 cal. with 8-12 gm. of 
protein per day tor at least 160 days ina school year; 

(b) improvement of the physical and mental development of the 
children; 

(c) improvement in school attendance; 

(d) serving as a‘foci for nutrition education. <cess> 


Most evaluation studies have found no appreciable gains in terms of the 
stated objectives. «se, This is mainly due to (i) the lack of continuity in 
the supply of food materials: (ii) pilferage during distributions; (iii) 
absence of other services like health: (iv) the substitution of the regular 
meal, rather than its supplementation by the mid-day meals and (v) lack of 
a detined target and of effective supervision. ce > 


The Government plans to reorganise the programme by providing safe 
drinking water and encouraging the development of kitchen gardens in the 
schools, before expanding the number of projects. 

Applied Nutrition Programme (ANE!) 3. 


This programme takes a broader perspective. Its objectives are, 


(a) to impart nutrition educations : 

(ob) to improve the nutrition intake and dietary habits of nursing and — 
expectant mothers and children through promoting local production: 
of protective foods; 

(c) to set up community. kitchens and school gardensys 

(d) to set up poultry, and fishing units, and centres for animal 
husbandary.  cese» 


ee ee om we we ee ee oe oe ee oe ome ae om we ey os ee 
nee ee Sey RO SR SO O8! Se ey Vm em Sih eam! im | SaaS AAO nf Wie inne e ith, aphasia NY Bee oe cml ts SCT le Tec ca ecb) dl “ace aco an le 


(54) Banerji, 1985, p.326. 


(55) C.R. Soman, "The School Lunch Programme - Kerala Experience", (mimeagraphed, 1979), 


(56) Ibid. 


(57) Government of India, Planning Commission, gixth Five Year Plan 1988-85, (New Delhi : 
Planning Commission, 1980). a 


(S58) K.V. Natarajan, "Administration and Organisational Implications of Nutrition Programmes 


in India", Paper presented at Seminar on Social and Economic Aspects of Nutrition, (New 
Delhi, 1974), ca i 
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It was first introduced in 1968 in Ori 
¥ igssa and Andh > 
| subsequently extended in 1973 to all other Sspaigemhg ndhra Pradesh, and was 


5 The shortcomings in the programme have been identified as (i) the lack 
_ of co-ordination among the involved departments; (ii) lack of suitable land, 
de scarcity of water and nonavailability of improved seed for school 
E gardens, (4@> (iii) lack of proper advice, good feed back and coordination 
AMONG wor ker s for establishing poultry units and piscicultures; <aera> (iv) 
jack of assistance tao extension workers. The programme did not have the 


expected demonstration effect, an there has been a gradual shift to the 
IGDS programme since 1975. ; : 


Special Nutrition Programme 
: } This programme was launched in 1970-71 as a feeding programme through 
a ‘take home’ system. The objectives were (a) to provide 2@@ cal. with 14- 
© 12 gm of proteins to children in the age-group @-6 years for 300 days a 
years and (b) to provide S@@ cal. with 25 gm. of protein for pregnant and 
lactating women again for 3@0@ days a year. Ky the end of March 198@, the . 
programme covered 8.2 million beneficiaries. 


Evaluation of the programme found failure in the selection of target 
groups on the basis of nutritional deficiences, and lack of continuity of 
food supply to the same children. The food was shared by other family 
members, and it did not reach the crucial 1-3 year olds as very often 
mothers did not bring them to the centre. coz Subsequently, the need for a 
new, integrated approach was felt. The SNF was incorporated into the 
Integrated Child Development Services (ICDS) projects in the Fifth Flan 
period. ’ 


Integrated Child Devel opment. Services Scheme (ICDS) 


This programme was formulated in 1972, and provides an integrated 
package of services to pre-school children (below 6 years of age), pregnant 
women and nursing mothers. These services include (i) supplementary 
nutrition, (11) immunisation, (iii) health check-up, (iv) referral services, 
(v) nutrition and health education, (vi) non-formal education. Its 


objectives are ~— 


(a) to improve the nutritional and health status of children aged 8-6 


yearss os: 
(b) to reduce mortality, morbidity, malnutrition and school drop-out 

ratess : ne 
(c) to co-ordinate the work of various departments concerned with 

child development; . ss 


eases wae maowamnawnw eee ene 


aee eae eww aca aae eee 
aie wean imgy 2 es mn SE 
se wee ewe eee 


(59) GOI, 1982. 
: , selection of audio-visual aids for ANP", 


(6a) R.P. Devadas, “Factors to be considered in the 
oe 3708. 


Journal of Education, Research and Extension, 


nal of Educatio 
(61) Ibid, 


(62) GOI, Planning Commission, 1980. 
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(d) to enhance the ability of mothers to look after the health and 
nutrition needs of their children through proper nutrition and 


health education. cas» 


In October 1975, 33 projects (18 rural, ii tribal and 4 urban) were 


taken up on an experimental basis. By February 1981, 2000 ICDS projects 
(105 in rural areas, 67 in tribal and 28 in urban slums) had been 


‘sanctioned. <«a@#> The Programme Evaluation Organisation (FEO) of the 


Planning Commission noted the need to improve the cost ef fects see OF : 
health delivery and nutritional components, and pointed out to hie lack oF 

communication between those responsible for delivery of services and the 

beneficiaries. cas» However the study by Tandon et al, noted the uniform 

success of ICDS in tackling infant mortality, infection and infestation 

rates in the project areas, cea» | 


The Government has proposed to extend the number of ICDS projects, and 
to improve the integration of nutrition with other services. The Sixth Plan. 
noted that the strategy for nutrition should not be merely interventional or 
particular, but must aim at alleviating hunger and malnutrition in all 
sections through family-centred poverty alleviation measures. It noted the 
importance of employment and income in nutrition consciousness and in 
improving conditions of Living. <«ar> 


B. PROGRAMMES FOR SPECIFIC DEFICIENCY DISEASES: 


(a) Vitamin A Deficiency Frevention Frogramme 
This programme involves the administration of. large doses of vitamin A 
as prophylaxis, once every six months, to children in the age-group of 
i-S years living in endemic blindness areas. It forms a part jof the. 
Maternal & Child Health and Family Welfare Projects. However, the 
Health Departments have found it difficult to implement this programme 
effectively. cee | 


(b) Frophylaxis Against Nutritional Anaemia ee 
The Union Ministry of Health and Family Flanning has a scheme to 
provide ferrous sulphate and folic acid to mothers and children through. 
the MCH centres, as a preventive measure against anaemia. <ee> 


ee ee es ert ae 
wee eee NOOET Shee whens bares Seety LOR SUNhh SOREL YEES GSEE GrRKD CaTar Hones Gfeme HEFEY Kontt weney EOE rrest dene Oeden qHSED prEtD chard rales vere eeety CORED pinte DeDeD Huns HpeeH wesey OEE Fated Funes cunht HOGEG Paned Hn SoKES GORE Aint? Kemer Greed oy MIE COE ERNE AEN EEDEH Gated WEED HEED GHEE 1 THG) COnit HERE GUE Gin REND famEt RONED moo 


(63) R.P. Devadas, "Integrated role of Nutrition in Medicine - Promotion of Health and Family 


Planning and Prevention of Illness", Indian Journal of Nutrition and Dietetics, 13, 1974, 


pp. 355-361; Government of India, Integrated Child Development Services Scheme, (New 
Delhi: Ministry of Education and Social Welfare, 1978), pp. 1-31. 


(64) For other aspects of the Scheme, see also the Chapters on “Health of Women and Children" 


and Organisation of Health Services and Manpower Development. 


J) Government of India, Report on the State of Preparedness of the ICDS Project, (New Delhi: 
Planning Commission, Programme Evaluation Organization, 1976). 


6) BM. Tandon et al, “Integrated Child Development Service in India - Evaluation of the 
Delivery of Nutrition & Health Services and the Effect on the Nutritional Status of the 
Children", Indian Journal of Medical Research, 74, March 1981, pp. 385-394. 


(67) GOL, Planning Commission, 1988; Banerji, 1985, pp. 328-329. 


(68) Natarajan, 1974. 


(69) Devadas, 1974, 
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— (cd) National Goitre Control, Programme 
This programme is financed by the Ministry of Health and Family 


: Flanning, and was launched at the end of the Second Flan Period. It 
; has three components, namely —- 3 
(i) Survey of goitre in suspected areas to identify and assess its 
prevalence, 
(ii) production and supply of iodized salt to endemic areas to prevent 
and control goitre, and 
(iii) resurvey, after five years of continuous supply of iodised salt to 
ASSESS the impact of the programme. A 


a ee See fae ye yee oe 
5 pes < Dh ane Fae i =f 


The failure of the NGCP has been due to deficiencies in all the three 
components. The mapping of endemic areas has been unsatisfactory; supply of 
iodized salt has suffered from inadequate production and bottlenecks in 
distribution; and the health agencies of endemic states have displayed 
ignorance and apathy. Finally, no attempt has been made to generate 
awareness about the goitre problem among the public. «7a 


¢ (d) Food Fortification Frogrammes 


Fortified bread was first introduced in 1968. Halahar, a low-cost 

pratein-rich food produced by the Public Froduction’s Union at Anand, 
a Miltone produced from groundnut at the Government Dairy, Rangalore, and 
4 ‘chaisathi’, a vegetable protein based beverge developed at Baroda 
dairy, are other examples of fortified food distributed to the needy. 


<7vi.> 


The Government‘s strategy includes the development and promotion of 
locally cooked foods, as these are cheaper and give employment to local 
woman. Efforts are being made to disseminate nutrition education through 
feeding programmes. All these have however had a limited impact. 


(70) NFL, 1983. See Table on Impact of the Programme, Diol, 
after 20 years in operation. 


ge ee ee 


(71) GOI, 1988. 
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VIRONMENT AND HEALTH 


1. INTRODUCTION | ee 
3 At is well known that both genetic and environmental factors are 
_ fesponsible for disease production. However, since over a decade now, the 

environmental determinant has assumed great importance and the emphasis has 
shifted to monitoring water supply, industrial waste, sewerage, sanitation, 
‘ suspended particulate matter & chemical compound levels in the atmosphere, 
a & the adverse effects of modern agricultural inputs. ca, : 


ee Epidemiological differences between, and within, countries can serve as = 
pointers to the role of environmental factors in different regions of t 


world. The three broad groups of diseases responsible for morbidity an 
mortality are ; . 


) (a) Communicable Diseases 
(ob) Degenerative Diseases 
(c) Neo-plastic Disesases (Cancers). ca» 


The relative frequency of each of these varies according to the socia- 
economic state of a country and the condition ef its environment (with 
certain cultural practices re~inforcing the health hazards arising from 
environmental and economic conditions). Communicable diseases are the main. 
health problems in the developing countries, and are largely due to the ; 
inadequacy of basic environmental sanitation (an associate of poverty). F 
Degenerative diseases, such as those of the heart and circulatory system, 
and. neo-plastic diseases are characteristic of the developed countries (and 
with modernization, are growing in significance in developing countries 


too). These are largely the outcome of health hazards associated with 
industrialization and urbanization. An integrated approach to health would 
mean, besides adequate curative facilities, preventive and promative 


programmes to deal with the environmental factors responsible for morbidity | 
& mortality. 


‘ 
This chapter is devided into four sections, and discusses the 
relationship of health to the following environmental factors in the Indian 
context : : 


Water supply, Sanitation and Water Pollution. 
Housing. 

Air Pollution & Noise Pollution. 

Workplace Environment. 


2. WATER SUPPLY, WATER POLLUTION, SEWERAGE AND WASTES DISPOSAL 


The provision of safe water supply and basic sanitation is ai-Lher 
absent or grossly inadequate for the vast majority of the Indian eet and 
urban population. Mast of the acute diseases affecting Indians are sate 
borne such as diarrhoeas, amoebic dysentry, cholera, typhoid & eee 
hepatitis (jaundice). Inadequate water and sanitation can cause diseases 1n 


tL) United National Environment Programme, [he State of 
topics 1977-81), (Nairobi + UNEP, 1982). 

(2) Ibid. 
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several wayS ~ cm 


inking water contaminated by faees or 
erborne diseases, spread by drin ) 
°y tend contaminated water for personal hygiene or for washing faod; 
include all the above mentioned diseases; 


x bed C +4 
Water-washed diseases, spread by poor quality water used ial a 
hygiene include skin diseases such as ‘scabies and leprosy, an eye 
* 5 


disease such as trachoma & conjunctivitiess; 


C432 


(iii)Water-insect-related diseases, spread by insects (carriers or vectors) 
‘that breed in water or bite near it, include malaria and yellow fever 
(mosquito), river blindness (blackfly) and sleeping sickness _ (tsetse 


fly)s3 


(iv) Water-based diseases, spread by parasites living in Water y include 
schistosomiasis (bitharzia) transmitted by snails and guinea worm 
transmitted by microscopic waterflea; and 


(v) diseases from polluted water (or food) supply include hookworm, 
roundworm and whipworm. 


It is estimated that 73 million work days are lost every year in India due 
to water-related diseases. a>, 


According to the data available at present, the coverage of the -urban & 
rural populations by protected water supply & sanitation services is as 


FOLLOWS! cero 


Fercentage Fopulation 


per Ved: © eee 
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Urban 84 
Rural 3 sis 
2. SANITATION 
Urban sewerage system 2 
Rural Latrines = 


A. WATER SUPPLY & SANITATION 


Planned development 


In British India on the eve of Independence, only 12.7 million people 
living in 255 towns were served by protected water supply (Table I). The 
vast majority, concentrated in the rural areas, depended on unprotected 


oy OO ec Sit na A ht ks le Un Ps ns aw ck 


(3) "Water & health : the facts", UNICEF News, Issue WG, 2, 2985, p. ie 


(4) D. Mankad, “Environmental Pollution and Human Health. An Overview of the Indian 


Situation", in Medico Friend Circle (ed), Issues In Environmental Health : The Case of 
Tie a eet eet ASE OF 
Pesticides, (Bombay : CED-MFC, 1986). 


(5) Government of India, Planning Commission, Sixth Five Year Plan 1988-85, (New Delhi ; 
Planning Commission, 1981), pp. 399-400. 
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a 


(9) According to the Environmental Hygiene Committee's estimates, 


wells, tanks, rivers and streams for their water supply. The majority of 


the towns also lacked any protected water supply services. ca» 


The Health Survey & Development Committee (Bhore Committee, 19445) was 
the first to focus attention on the existing status of water supply & 
sanitation. It formulated broad guidelines for the Planning of a national 
health service, and as part of preventive work, made recommendations 
regarding housing, Village & town Planning, water supply, disposal of 
human excreta, general Sanitation, control of water pollution, control of 
disease carrying vectors, etc. ¢«y, It also defined targets and programmes 
and their financial implications. 


After Independence, in June 1948, the Government constituted’ the 
Environmental Hygiene Committee to go into the recommendations of the Bhore 
Committee. It formulated specific plans & targets, taking into 
consideration several constraints, and submitted its report in 1949. ce» 


The National Water Supply and Sanitation programme was launched in 
August-September 1954, on the request of the States for central assistance 
regarding finances, training of personnel & supply of materials <¢s, in 
implementing water supply & sanitation schemes. The National Programme was 
designed & financially aided by the U.S. Government. A Central Public 
Health & Environmental Engineering (CPHEE) organization was established in 
late 1954 within the Directorate General of Health Services and was headed 
by a Depty Director General (Public Health Engineering). This organization 
was subsequently expanded with an Advisor (Public Health Engineering) as its 
head; -at present it is functioning in the Ministry of Works, Housing & Urban 
Development. It is- responsible for. co-ordinating the activities of the 
states and the centre in the implementation of the National Programme, 
developing training programmes . for meeting the demand for man-power- and 
acting as a clearing house for the loans & grants sanctioned under the 
national programme to the states. 


In the First Plan period there was a recognition of the problem and a 
very modest start was made regarding construction. In the Second Flan 
period training & research programmes were initiated and the public health 
engineering profession was established. 


Training & Research : Frior to Independence there was no speciality in 
public health engineering and the basic civil engineer was responsible for 
water supply & sanitation works. On the recommendations of the Bhore 


Committee, a post-graduate specialisation course in public health 


~ oe — ee ee ee ee ee ee ee ee - - -——_—~ _-—— -——- ee ee ee ee ee Se ee ee et ee ee ee a 
ed — at -——— oo -—— om ~~ 
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(6) S. Subba Rao, Comprehensive Plan for Water Supply and Environmental Sanitation for the 


Country for the next two decades (Upto 2008 A.D), (Calcutta : All India Institute of 
Hygiene & Public Health, 1978), p.8. : 


(7) Government of India, Health Survey & Development Committee (Bhore Committee), Report, 


Vol.I, (New Delhi « 1946). 


(8) See Government of India, Health Survey & Planning Committee (Mudaliar Committee), Report, 


Vol. I, (New Delhi, Ministry of Health, 1962), p. 47-48. 


there was a need to 


of steel pipes (annual demand: 40,008 tons), galvanised iron & 


increase the production ape 


wrought iron pipes (15,000-20,008 tons per annum), chlorine (8@@ tons per annum) 
(12,000-15,008 tons/annum). See Subba Rao, 1978, p.10@. 
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engineering was initiated in 1948 at the All India Institute of Hygiene & 
Public Health (ALIHFH), Calcutta. Three more post-graduate training centres 
were established in 1994. Today, there are a number “of institutions 
offering post-graduate degree & diploma courses. Training of auxiliary 


‘personnel .has also been etarted. <a> 


At Independence there was hardly any research on applied technology in 
water supply & waste water disposal, either to modify imported technology $0 
as; to suit local conditions or to develop appropriate technology using 
indigenous resources. The cost of imported technology & expertise was a 
major constraint in developmental works. In 1994 the ICMR set up a Public 
Health Engineering Research Unit (PHERU) in the ALIHFH, Calcutta. The: 
Central Public Health Engineering Research Institute (CFHERI) , later renamed 


National Environmental Engineering Reserch Institute (NEERTI), was 
established at Nagpur in 1958 under the Council of Seqentific & Industrial 
Research (CSIR). It has a large network of field (zonal) centres in 


different states. ¢aa>r. Other academic institutions also receive. grants to 
undertake research in this field. . 


>» 


In April 1960, the National Water Supply & Sanitation Committee (Simon 
Committee) <«caz»> WAS constituted to review the progress made under the 
National Frogramme till the end of the Second Flan. The Report stressed the 
need for an immediate survey & investigation ta obtain correct data on the 
existing conditions, both in urban & rural areas, on which future planning & 
implementation could be based. It found that the States themselves lacked 
data %& information regarding the magnitude & nature of the problems. The 
report strongly recommended that minimum drinking water be provided to all 
villages in the country by the end of the Third Flan period. 


The -budgetry allocations & financial outlays on water supply & 
sanitation schemes have increased considerably in the succeeding Five Year 
Flans (see Table IV, chapter III). However, during the period 1951-74, out 
of the total investment of Rs, 8550 crore made by the central & state 
governments far providing water supply & sanitation facilities, over 63 per 
cent was in the urban areas. «as» Uptil the end of the Fourth Flan period. 
(i.@. upto 1974), "the water supply programme was not given a high enough 
priority in the national planning process. wae. There was also at the same 
time insufficient appreciation of the magnitude & complexity of the 
problem." ca» 


at was in the Draft Fifth Five Year Plan that the importance of 
providing safe water supply & sanitation as abasic minimum need was 
reiterated. The objective of the Minimum Needs Frogramme for drinking water 
was to provide the facility to all villages suffering from chronic scarcity 
or having unsafe sources Of water. The drought of 1979-80 (and the 
subsequent drought experienced in many districts of different states), which 


sms eae SH OBES SE Eee Se eS eS oe 
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(10) Ibid, pp. 54-62. 


(11) Ibid, pp. 62-64. 


(12) Government of India, National Water Su Veaki : | . 
Supply & Sanitation Committee (Simon Committee) 
Report, (New Delhi : Ministry of Health, 1940). : aa 


(13) GOI, Planning Commission, 1981, p. 397. 


(14) Ibid, p.397. 
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_ was accompanied by an acute scarcity of drinking water due ta the drying up 
2 of wells, tanks & other sources, added urgency to the problem. The Sixth & 
Be seventh Plans coincide with the UN sponsored International Drinking Water 
| Supply % Sanitation Decade 1981-98, which commits the member - countries & 

international agencies to provide safe drinking water & sanitation for all 
people by 1990. «as» Table Il, chapter IIl, gives the Sixth % Geventh Flan 


— outlays & the heads of expenditure in the water supply & sanitation sector. 


_ Urban Water Supply 

i 

vi Tables I(ad) & (b>) show the growth of protected water supply facilities 
in urban India. } 


Table (a) s PROTECTED WATER SUPPLY (PWS) IN URBAN INDI 


2 JPPL URBAN INDIA 
q Shee heen wom tne mee te mat papel sates ink sttee teats tate ee nat Sanat Sm ene ah EH HE Some Ge aR eee Gey st Set St fant Ger SOR Hn Gi fut Sm Geet SAM Huh amy ARE So ent Se ut net Orme me Gee sey Sr Gene ue A ft Se Hott pte ee I Sm ea ma 
‘ YEAR PROTECTED WATER SUPPLY FACILITY 

1947 Only 253 towns with a total of 12.7 million population 


(48.5% of urban population), out of a total of 1471 towns 

: had PWS. This accounted for a total of only 6-15 per 

é cent of the total population in British India. “ 

r Per capita supply was low at 1-15 gals. /day. 

1961 Only 29 per cent of the 1451 towns had FWS. 

be 772 70 per cent urban population had piped water supply. 

F: 1978 1890 towns out of a total of 3119 towns had piped water 

a supply. Some 88 million out of 184 million urban 

population had FWC & S@ per cent of these had house 
connections. 


a ala a as cen mide aa» ert sccis cas bey Guim uve SnD elt Sime edly Sind in Wintyinvey Maw en Coe est Goss eames conee caste ainth teste vamse ves sens canes Masi Sep Sem Seems Semin Sete Metin oteey pen tame ones inet Stee ew nn comme eer ams mans mene Ria IER eben ARE AE ERIN SAE EN RE 


y Sources : 1947 : GOI, 1949, cited in Subha Rao, 1978, p.8. 
1961 ; GOI, Census of India, 1961. 
1972 : I. Mahadevan, Health in India 2000 AD: Preliminary - 
‘i . Exercise, (Bombay: Dept. of Humanities, IIT), p.86. 
. 1978 : P. Stone, Water Supply & Sewerage Sector  Flanning  & 
4 Prospects - Freliminary Report, (New York : Warld Bank 
i 1978), p.37. 
E Table (b) +: COVERAGE OF WATER SUPPLY IN URBAN TOWNS IN 1980. 
. CLASS OF URBAN AREA TOTAL NUMBER TOTAL POPULATION 
E | NO.OF SERVED POPULATION SERVED 
¢ TOWNS (IN. LAKHS) ‘ CIN LAKHS) 
(1) (2) (3) (4) (&) 
Class: I (over 100,000) 154 149 B33, 30 F06.72 
3 Class I1 (5@,@00 - 99,999) 219 206 147.12 124.80 
> Class II] (20@,0@0 - 49,999) 4552 542. 199.47 et Ste 97 
Class IV (10,000 -— 19,999) 987 SAD 139.61 85.04 
Meee yy {( 5,000 — § 9,799) . - 820 A2S 61.97 31.74 
Class VI (below %5S,@@@) 292 ino 10 9S ot 
Total 3119 2092 1090.93 903.83 
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Source : GOL, Flanning Commission,i9781, p.400. 
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415) Ibid. 


above Tables convey a sense of significant progress 
5 a atedee ee water supply, yet there are dius 22 Leapeneumetmetrbe rote 
include the low per capita supply, ineffecient & ill-maintained a uti ’ 
systems, the intermittent nature of supply leading to was Fer a 
contamination, unskilled operation of treatment plants leading to: frequen 
breakdowns & substandard quality of supply, and the partial coverage (both 


spatially & population-wise). C1@> 


According to the Sixth Flan, while towns with nearly 84 per cent of the 
urban population have been provided with drinking water facilities, the 
population: coverage is partial and uneven. In the larger cities many of the 
newer settlements and areas inhabited by the economically weaker sections 
continue to be without adequate water supply. Further, out of the 1027 
towns (Table I (b)) still lacking drinking water supply facilities, as many 
as 9022 belong to the group of towns with a population of less than 24,000. 
It is in these smaller towns that less than S@ per cent of the population 16 
served by drinking water facilities. The bulk of plan investments in urban 
water supply has gone to large cities and consequently, the smaller towns 


have suffered. ¢avz 


Rural Water Supply <:e> 
The problem of rural water supply was acknowledged in the plans from 
the beginning. Until the Third Plan, rural water supply formed a component 
of the amenities scheme of the Community Development Frogramme and of the 
water supply scheme in the welfare programme for the backward classes. 
These were supplemented by the Ministry of Health’s national programmes. It 
was however first given emphasis in the Fourth Plan (1967-74) with the 
launching of the centrally sponsored accelerated rural water supply scheme 
in 1972. This scheme aimed at accelerating the efforts of state Government 
in meeting the needs of areas identified as ‘problem’ villages. The 
Special Investigation Divisions, established in the Third Flan period in 
most states, were the first step in assessing the water supply situation & 
in identifying ‘problem’ villages. Preliminary data collected by these 
Divisions in 1964-65 indicated, that about two-thirds of the rural 
population lived in areas where it was relatively easy to provide safe 
drinking water from local sources like wells. The remaining one-third lived 
in villages which suffered from water scarcity and unsate water sources, and 
which therefore required engineering skills, extra financial outlays & time 
consuming works. These latter villages were categorised as follows: 
(a) Villages lacking a source of drinking water within reasonable 
distance (of say 1.46 kms); 
(b) Villages which are endemic to water-borne diseases like cholera, 
guinea worm etc; and 
(c) Villages where the available water has an excess of salinity, 
iron, fluorides or other toxic elements. 


The first category was defined as scarcity and difficult villages, and the 
ather two as heath problem villages. : 


In 1971-72, an estimated 1.85 lakh villages with 146@ million population 
were served by unprotected simple wells (Table 2a)). Another 1.52 #1lakh 
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(16) Subha Rao, 1978, pp.28-29, 
(17) GOI, Planning Commission, 1981, p.400. 


(18) Ibid, pp. 398-400; Subba Rao, pp.31-34. 
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Table 2 (a) : STATUS OF WATER SOURCES IN VILLAGES IN INDIA (1971-72) 


epee yeaa Sone eheah wiht GNet Meet AE ORO Leb ent CTO SORE Meme FOR EEN SOE FERRE mhee ete Sonny wnt nee em tome 
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eo et Oe Ot et Le See He TE SL eh tt a LENNY SN SS i A A ooh RY CUE Tn Sos SA EE eR 


NATURE OF WATER SOURCE NUMBER OF VILLAGES 
i. Adequate but with pollution risk 944.000 ee 
Zs Inadequate, unprotected : 185,200 
3. Froblem villages 153,000 
4. Adequate, quality acceptable 63,855 


Source +: Subba Rao, 1978, p.Sl. 
villages were identified as being without a safe & assured source of 
drinking water. Of these, some 90,00 were classified as scarcity *& 
Sone Villages and another 62,000 as health problem villages (Table. 
2. tories | oS 
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NUMBERS FOPULATION (1971) 
(million) 
_ (a) Villages with water sources more than 91,181 74.8 
5Q‘ deep and more than 1 mile distance. 

(b) Cholera endemic villages oo, G7 24.1 
(c) Guinea - worm infested villages 3,184 ii 
(d) Villages with other health problems 24,778 se 
Total 3: 153,820 122.6 
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Source : Subba Rao, 1978, p.d2. 


In the Fifth Plan (1974-79) rural water supply was made an integral 
component of the Minimum Needs Frogramme. As a result of larger 
allocations, about 95,000 problem villages had been provided with safe 
drinking water supply facilities by March 198. 


However, various State Governments have reported that the earlier 
(A971-Fa? survey did not adequately assess the magnitude of the problem, 
partly because the survey was incomplete and partly because the subsequent 
draught conditions had highlighted fresh areas which were vulnerable to 
water scarcity. According to the estimates of the State Governments, as on 
1.4.80, some 1.90 lakh villages in the country needed to be provided with 
water supply facilities on a priority basis (as they constitute ‘problem’ 
Villages). Thus, a fair assessment of the nature of the problem has become 
available only at the end of the Fifth Flan period. 


The schemes executed so far have consisted of both piped water supply 
9 achemes and tubewells with handpump schemes in rocky areass hand pump 
schemes in coastal and plain areas; and protected sanitary wells in rocky 
strata. ’ The type of water supply system required varies from state to state 
and often from one area to another within a State. Gee Table II, Chapter 
IlI of this volume, for the allocations in the Sixth & Seventh Flans or: 
rural water supply in the Gtates %& Central sectors. 
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According to the Sixth Plan decument, poor meant’: Tages al rere 
water supply systems continues to be a source of co m es nee 
Lack of involvement of the 1 O66} i eeaang " “- cl reasons 
arrangements, shortage of staff and inadequate funds are : al fie pa: 
for the failure of existing water supply schemes me Rae 


benetits. 
Urban Sewerage & Sanitation 


The provision of water supply system must be complemented by proper 
waste disposal in order to eliminate communicable di seasns In 1947 roughly 
three per cent of the population, concentrated in 23 out of a total of 48 
cities having a population of over a lakh (class I), was served by a 
sewerage system. Out of these 23 cities, 12 cities were anly partially 
sewered. civ ' 


The progress since the Environmental Hygiene Committee Report (1949) 
has been very slow. Most of the human wastes continue to be discharged 
untreated into water sources: sewers & water mains run side by side and raw 
sewerage through leaks, can get sucked into the water mains when the 
pressure is’ low. According to the chief water analyst of Tamil Nadu, 96.5 
per cent of the samples collected in Madras showed faecal contamination. 


C2W> 


According to the Sixth Flan document, at present out of the 3,119 towns 
in India, only 198 have been provided with full or partial sewerage & 
sewerage treatment facilities. Even in respect of class I cities having a 
population of one lakh & above, only 46 per cent have these arrangements. 
Thus, some 20 per cent of the urban population is covered by a sewerage 
system. crz4a> 


Conservancy System 3 


Evenamong the towns that have a Sewerage system, many are partially 
sewered. A parallel conservancy system has to serve the bucket privies ain 
the unsewered areas of these sewered towns. The existence of a large number 
of bucket lLaterines, the unhygienic manner’ in which the nightsoil’ is 
collected and conveyed & the uncontrolled methods used for its disposal, are 
some of the root causes for the high prevalence of qastro-intestinal, 
diahrrhoeal & parasitic infections in the urban areas. Further , the hand 
collection & head-carriage of night-soil by down-trodden human beings is a 
Slur on human dignity. The Report of the Backward Class Commission (1956) 


Was the first to highlight the miserable conditions of scavengers 
(‘bhangis’). The Malkani Committee Report recommended elimination of 
mannual handling with the welfare objective of "Bhangi Mukti". Tt also 


stressed ‘cleaner’ operation through the provision of gloves, gumboots, 


collection implements, covered buckets and wheel barrows. esa 


The most satisfactory system to deal with the above conditions is the 
provision of flush laterines (with adequate water supply), extension or 


Se eS Be Bw ewe eee oe wee -_ = ee ne ee ee oe oes —— oe oe ow 
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(19) GOI, 1949, Cited in Subba Rao, 1978, p.11. 


(28) Mankad, 1986, p.l. 


(2d) GOI, Planning Commission, 1981, p.4@0. 


(22) Subba Rao, 1978, p.38. 
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provision oF new underground sewerage system and disposal of sewerage after 
treatment. This is hard ta achieve in all towns & cities in the forseeble 
Future as urban water supply & sewerage schemes are highly capital 
err es ve- The Sixth Plan document focuses attention on the needs of 
smaller & medium Size towns which have been neglected in the past. The UNDP 
Global Project in India is based on low cost appropriate technologies for 
sanitation in smaller towns. It is intended to assist & promote the 
installation of water-seal laterines with on-site disposal of human waste in 
110 towns in seven states, viz. Assam, Bihar, Gujarat, Maharashtra, 
Rajasthan, Tamil Nadu & U.P. can>. Fioneering work has been carried out by 
social organizations such as Safai Vidyalaya in Gujarat, Sulab Shauchalaya 
Sanstan in Bihar, and the RCA Froject at Foonamallee, Madras, in the 
conversion of dry laterines into water seal sanitary laterines. «24> 


However, a large percentage of households, lacking any laterine, still 
remain to be covered by a programme for hygienic disposal of night soil in 
the urban areas. A survey conducted by the National Sample Survey (NSS) 
organisation in 1973-74 «as, revealed that 33.3 per cent of urban households 
(7 million out of a total of 40 million) had no laterine whatsoever and 
used open ground for defecation. Another one-third had unsanitary bucket 
service laterines. Out of the remaining 33.3 per cent, 7.2 per cent had 
flush laterines connected to sewer systems, 21 per cent shared community 
flush laterines and 5.7 per cent had the use of septic tank laterines. 


Disposal Of Solid Waste: 


Refuse is defined as the solid or semi-solid wastes, other than 
sewerage, «za» accuring through the activity of a community. In most cities 
there are open rubbish dumps that are easily accessible to flies, insects & 
animals. The common method of disposing refuse generated in homes, 
restaurants, markets & other public places, is to indiscriminately dump it 
on adjoining land or in some low-lying areas. Besides refuse, the night- 
soil collected from unsewered areas 15 also disposed of in the same = ground 
either by trenching or composting, giving rise to the danger of epidemics. 
Most towns have some organisation for collection, transportation & disposal 
of waste, but these suffer from shortage of funds, inadequate transport 


facilities, bad -management & lack of public co-operation. 


The first ever survey to assess the existing candition and to 
characterise the nature of refuse was conducted in Calcutta in 1970. 
Subsequently, surveys have been conducted in major cities & towns like 
Bombay , Ahmedabad, Nagpur, Rangalore, Madras & Calcutta Metropolitan 
District Areas. These surveys shaw a wide variation in the nature &. 


characteristic of the urban waste. c«27> 


(23) GOI, Planning Commission, 1981, pp- 400-481. 


(24) B. Pathak, Sulabh Shauchalaya, A Study of Directed Change, (Patna : Amola Press 


Publications, 1982). 


(25) Sarvekshana (Journal of the NSSO, GOI), Vol.1, No.2, October 1977. Cited in Subba Rao, 
1978, p.36. 

(26) K. Kawata, Environmental Sanitation in India, (Lucknow: Lucknow Publishing House, 1967), 

p.123. 


(27) Subba Rao, 1978, p-5l- 
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In the pre~Independence period the Ministry of Agr icut Tore Aig ve 
1945, initiated a scheme for local bodies to practice camposting %& pegs 
manure to local agriculturists. In the Fifth Flan period, another “Sa o 
get up mechanical composting plants in 35 municipal towns & cities “an 
jointly ‘launched by the Ministry of Agriculture & the Ministry of Works. 
About 4.8 million tonnes of compost are produced annually at present, 
against an estimated potential of 18.8 million, indicating the need to 
expand urban campost production in this country. cz» 

< 
Rural Sanitation 


fanone soe res onan nvess 


In the relatively sparsely populated rural areas, with wide variations 
in economic development, soil, climate, physiagraphy, culture, attitudes & 
customs, formal waste disposal systems are practically non-existent. 
Laterines are rare ~ open fields, backyards & paths are used for defecation. 
In addition, night soil is directly used as fertiliser which contaminates 


the food, crops. 


In the past several expert committees had stressed the need for an 
integrated water supply & sanitation programme, yet rural sanitation remains 
the most neglected programme so far. The promotion of sanitary laterines 
for rural households falls under. the preventive health care &% social welfare 
programmes of the primary health centres (FHCs) & the community development 
blocks. «ae, Yet according ta the Sixth Flan document, “... Little attention 
has been given to the problem of rural sanitation xcept for some pilot 
projects in a few states. It is estimated that almost 98 per cent of the 
rural house-holds do not have any laterines. Keeping in view the present 
position of rural sanitation & the Limitation of budgetry resources 
sanitation facilities can be provided to only 25 per cent of the rural 
population by the end of the (UN sponsored) Decade". ¢xa 


The following are some of the important pilot projects under taken by 
various organizations ~ cma» ; 


(a) Research cum Action project undertaken by the Ministry of Health & 
assisted by - the Pord Foundation, at three centres, viz. 
Singur, Najafgarh & Foonamali, during 1957-6@. 


(b) A WHO aided pilot project on environmental sanitation in crural 
area was Carried aut by the Fublic Health Engineering Department 
of kerala in 1957-58. “° Subsequently some extension projects are 
being carried out in the States of Madras, Kerala, Uttar pradesh & 
Maharashtra. | 


(c) An extension project with an integrated rural development approach 


was undertaken by Andhra Pradesh at Kareem Nagar in collaboration 
with the National Environmental Engineering Research Institute. 
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(26) Ibid,-g.5a. 
(29) Ibid, p.42. 
(58) GOI, Planning Commission, 1981, p. 399, 


(31) Subba Rao, op.cit., p. 43-44, 
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_ Waste Disposal in Rural Areas : 
\ 
One 0 5 ghd ae: F GK aa areas had received little or no attention so 
soil i aebalall an ekctetes the present unsatisfactory method of disposing 
“ esides human excreta, the present unsatisfactory method of disposing 
animal dung and urine, cattle house sweepings, etc. leads to unclean 
by surroundings and fly muisance. A scheme to produce energy from waste was 
“a first initiated by the EKhadi Gramodyag. It involved bioa-gas ‘plants 
 utilisingcattel dung, & in some places human excreta, to produce methane ree 
and supply energy to rural households for cooking purposes. The digested 
sludge from the gas plant also forms an enriched soil-conditioner. However 
the cost af a household bio-gas plant is not within the reach of the ikea er: 
sections of the rural population. The Integrated Rural Development 
Frogramme ' aims to develop public utility services like the supply af safe 
drinking water & safe disposal of human excreta. cz» 


Follution of rivers, streams, lakes, estuaries, surface waters, etc. 
have various origins. Contamination occurs when (a) metals and other 
airborne particulates settle out on sources of water supply; (b>) chemicals 
applied to crops as fertilizers and biocides are washed off into water 
sources; and (c) potentially toxic Substances enter water sources in sewage 
or industrial discharges. c¢::> 33 


River Water Pollution in India 
; ; 
Excluding ground water sources that still need to be tapped, surtace 
flow represents 97 per cent of the available water in India. According to 
the Sixth Plan document, «saa “The 14 major rivers in India carry, among 


themselves, 85 per cent of the surface run off, cover 83 per cent of the 
country within their drainage basins and house about 84 per cent of the 
population in their basin area. Together with other medium and minor 
© rivers, lakes, tanks etc., they provide for our fresh water needs. ... 
| There is now a wealth of documented evidence of the adverse effects of water 
, pollution from all over the country. These range from the transmittal of: 
waterborne diseases like cholera, jaundice, typhoid & cysentry to fish kills 
and loss of agricultural productivity through the use of polluted water. 
From the Dal lake in the North, to the Feriyar & Chaliyar rivers in the 
South, from the Damodar & Hoogly in the East to the Thana creek in the west, 
the picture of water pollution is uniformly gloomy. Even our iarge 
perennial rivers like the Ganga are today heavily polluted". 


Untreated municipal wastes and highly toxic industrial . effluents are 

the major sources of river pollution in India. There is extensive 

) documentation on the pollution condition of the major rivers, «se. & a few 
axamples will illustrate the situation. The Yamuna river, in its 48 km 
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432) Ibid, pp. 46-47. 


(33) UNEP, The World Environment 1972-82, National Resources & the Environment Series Be 
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(Dublin : Tycooly International, 1982). 
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GOI, Planning Commission, 1981, p.346. 
Citizens” 


Centre for Science & Environment, The State of India’s Environment 1982. A : 
Report, (New Delhi: CSE, 1982). See Chapter 2 on Water, pp. 17-30. 
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portion through Delhi, picks up nearly 2QQ million litres oy (th dees 
‘sewage and 2@ million litres of industrial effluents, including abou a a 
million litres of DDT wastes, through seven major Open drains. The ee 
treatment plants are capable of treating, fully or partially, only 46. P re 
SQ per cent of Delhi's wastes. Studies carried out. by the Central Roard or 
Prevention and Control of Water Pollution reveal that the river near Agra is 
polluted 20 times more than at its point of entry into Delhi s the section of 
the Yamuna downstream from the point of the Najafgarh drain (responsible for 
54 per cent of the total drain flow) upto Okhla, has been placed in the °E 
category, 1.6. it is not even fit for irrigation. cs» 


A study by the Institute of Sciences, Bombay, in 1980 revealed that the 
Kalu river, flowing through the industrial suburbs of Amarnath, Ulhasnagar 
&% kalyan in north-east Bomhay and emptying into the Thane creek, had mercury 
concentrations far above the permissible levels. Mercury poisoning, from 
eating fish that had accumulated methyl mercury, was responsible for the 
death & maiming of almost 300 persons at Minamata & Niigata in Japan in 


hs ea csy> Mercury enters the food chain through contaminanted fish, ar 
cattle that graze on plants in shallow water. The study investigated a 10 
km. stretch between Ambivali & Titwala, receiving toxic wastes from a 


rayons factory, a paper mill, a dye factory & a chemical plant. It found 
mercury levels between 1.46 and 2Q@ ppm (parts per million) when permissible 
levels as per WHO standards for human consumption is @.5 ppm. Also, blood 
samples of villagers near Ambivli, revealed levels ranging between 14 ppm 
and 55 ppm when the normal is 1.5 ppm. The consequence has been a higher 
mortality; alsa most affected villagers had an impaired central nervous 
system, maiming them for life. cses More recently, Maharashtra Government 
set up the A.K. Ganguly committee (September 1984) ta study the pollution 
levels in the Bhatsai river, one of Bombay's main sources of potable water. 
The report, submitted on February 4, 1987, confirms the fact the industries 
located within the rivers catchment area are discharging toxic effluents 
like hydrochloric atid, caustic. soda, carbon tetrachloride, benzene, 
tolvene, cadmium, chromium, nickel, etc. into’ the river, and that the 
fiteration plant is not designed to remove these contaminents nor is there 


any fool-proof method to deal with them. The committee recommended 
relocation af the polluting industries. However relocation without 
stringent pollution control and environmental planning is no slution. ete 


fact, when industry is located in so-called backward areas there is tendency 
on the part of the pollution control authorities to relax implementation of 
standards specifying the levels of emission or discharge of pollutants and 


an inclination on the part of industry not to invest adequately on pollution 
control equipment". cx) 


Organic & inorganic chemical industries generate both liquid & solid 
wastes that are treated very inadequately before disposal. Generally the 
pe industry neutralises the toxic waste water from the plants with lime and the 
‘ neutralised liquid effluents, which are still highly toxic, are discharged 
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(36) GOI, Dimensions of Water Pollution Problems in India, (New Delhi : Department of Science 
& technology, 1978); CSE, 1982,::p.28. 


(37) WHO, Environmental Health Criteria: 1.2 Mercury, iWeneve > WHO, 1974). 


(38) Article appeared in the Daily, 1/ May, 1981; CSE, 1982, 9.22. 


(39) "Threat to Bombay’s Water Supply", Economi tj 3 | 
Be 396-779. y ppaly", Economic and Political Weekly, No.17, April 25, 1987, 
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913 Re emi-Ssolid wastes are 
; The sludae & other eolid * $s 
aati aa ae oo Sgt which pollutes both ground & surface 


Lllow 
a 8 ea Ill shows the health hazards associated with selected 
WATErS . ¢4@> es S 


toxic chemicals that need to be stringently regulated. 


The primary water pollution control legislation ot ae - eee oad 
(Prevention & Control of Follutian) Act of 1974, whic aims ae gle 
. ese} and control of water pollution and the maintaing or res ar NG 
=a of water". Peior to this national act, only two tS alalade 
Para & Orissa, had pollution control legislation. 18 ee een 
for state boards for the a leap & se ah Ane ese ee te 
- tion control boards or “CE m anack % er Eee 
ee anaarde for factories discharging pollutants MC) 3 eae 
water. The apex body is the Central Follution peer ol BOA al ee ae 
and guides the State hoards. The Central PCB hes - ati . os pe 
national standards (MINAS) for water pollution for a £ GCE Ee aes) 
the industries (Development % Regulation) Act of AP, the granting Sy 
letter of . intent (LOI) -by the government leading ce. ge | eemeont 
industrial licence, requires "no abjection certificate" (NOC) from 
PCH specifying the particular pollution control methods toa hee yee Oe : 
factory. However enforcement af controls & standards has been aporadic & 
UNTerbalm. cars 


3. HOUSING 


Ill-maintained, poorly ventilated and cramped residential surroundings 
are responsible for the rapid spread of infectious diseases, particularly 
respiratory diseases and tuberculosis. Accidents associated with poor — 
housing conditions, such as broken stairs & ill-paved yards, are a leading 
cause of death, mainly among women, children & the older age Gr OUP & « 
Unsatisfactory home environment in crawded conditions is also responsible 
for mental disorders & psychiatric problems. 


Table IV (based on data collected -by the Central Statistical 
Organisation in 1975) indicates the conditions prevailing in India’s housing 
' sector. It is evident thateven housing classified as “fairly good" lack 
piped water supply, electricity and toilets of any kind, 1.6. over 8&9 per 
cent of India’s household population lives in conditions which does nat 
fulfil their basic needs. 


Housing Shortage 


The backlog in urban housing in India in 1971 was 3.8 million dwelling | 
units, and this backlog is estimated to have risen to 35.@1 million by 1980. 
Rural housing shortage is estimated to have increased from 11.8 million in 
1971 to 15.1 million in 198@ (Table V (a)). The all-India annual growth 
rate of housing stock, which was 1.5 per cent between 1971-80 (Table Vib)), 
has lagged considerably behind the 4.23 per cent annual grawth of housing 
shoartaqe backlog in the same period. : 


f ° é c 
A SS SS OS SY ee DD me ee me OY eS SE SS OS Ee She Oe Sin ee ee ne Oe OR ee ee ee ee me mm ee ee es mee me ae te ee ae ee ae es ee ee ee et ee ee ee ee ws we ee ee ees ws we es ee ee ee ae ee es ee 


(40) Centre for Science & Environment, The State of India’s Environment 1984-85. The Second 
Citizens’ Report, (New Delhi : CSE, 1985), 9.199. 

(41) For a review of the industrial pollution policy in India, & the problems of enforcement 

of pollution controls, see Susan G. Hadden, "Statutes and Standards for Pollution Control 

in India", Economic & Political Weekly, No.1, April 18, 1987, pp. 7O09=e28, 
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Table IV s CONDITION OF STRUCTURE AND FACILITIES AVAILABLE TO 
_ HOUSEHOLDS IN URBAN & RURAL INDIA 


ene RE SOTEE SORES Wem ne men een SNR NRE HEAR Mee ated ney “ey Ghee Ane ceney Set tne ens eee Sti ieee 
C ieedioediion te ~« ae ee eae 
SK a a Lah ce Ae NN ee SE A LD SO GS NE md HA Hn Me See the 
eee ree eee eee ate ae et ee 


ee URBAN RURAL ALL INDIA 
Households in 1971 census (in million) 19.12 77.94 76.86 
Percentage living in houses :° | ; 
(a) Excellent i8.3 6.6 8.9 
(b) Fairly good 63.3 65.@ 65.6 
(c) Bad & Dilapidated 168.4 27.4 23.6 


Age of houses in years : 


iar. @- 9S 2103 15.9 18.9 
(oy) 64 - «10 i9.@ : 14.6 i3.7 
maa =~ 22 46.8 Zo0e8 el gee | 
(d) 20 ~ 4@ a2i.9 alae “ios 
(e) 40 & above 20.8 23.0 24.0 
Fercentage of houses having : : 
(a) i. - Fiped water inside ' 26,6 2.4 Pe) 
ii - Fiped water outside 30.6 Red 7.9 
(bo) Electricity 27.9 1.@ 6.3 
' (c) Bath s Te | ro ed 
(d) i -—- Toilet of any type 34.@ 3.8 i3.7 
ii - Flush. Teriet 12.4 Oa t— hai 


ene Ee RE SE Se a A LT A ee A net A es ee SY ie Li ee SA A A Sl A A A LT LS ATT Ae ST ch A AZ: SL A ee SE SNE SRY SE Re 


Source : GOI, Ministry of Planning, Statistical Abstract India - 1975, 


ee rr oe  eerereneeee mecee sete wt seamen sew so ee 


(New Delhi : Central Statistical Organization, 1976). 


~ 


Table V (a) : HOUSING SHORTAGE BACKLOG 


Be sah ume eevee tneeb couse mente weiss tnt Grune come sanat cane Aesie guise <tse Sute Shest GENS in GUNG Sins sone Sanne ebm Sonat conse sina exe case esses eusbe Giute cme seite chee» Swe caien ettn see) Sine tule synte aumve weewl ouyo emt <owse fnien eoees eben costs eases stuns stmmy mney nln GeteS extn SERKD rE SAiGR mUERD uEND SEES ER Saree eet <alt>- Spr mee eee Sane 


HOUSING SHORTAGE ~ ANNUAL COMPOUND RATE 
BACKLOG (ALL INDIA) OF GROWTH OF HOUSING 
(IN MILLION) SHORTAGE BACKLOG 
(1974-8) 
1974 All India i3.6é 
Urban 5.8 All India - 4.3% 
Rural 11.8 
Ne ass saves cone tor swe wees eaten Sie Saw Sells SSeS SON RED Rel? SR aE om eh wee Ge enw comm mee fntn Tene wee ROR GN EEE SES SOS ES ESS (one mek ce ere ce geen st ae Urban = 4. 6% 
1980 All India 2OQ. 1 
Urban me A Rural - 4,37 
Rural iS.1 


Fee ck eke Re me nn ann ES ESR EN ERER ENT RN LLNS 


Source : GOL, Ministry of Flanning, 1976, p.37. 


Table V (b) s ANNUAL COMPOUND RATE OF GROWTH OF HOUSING STOCK 


en ple ein aw Oe Seer eek NE Seen ales nl wae ee Whe sie dom te enin eeu ans ste me Wate ES EL OE ‘ok a 


All India 1.5% 
Greater Bombay 3. 8% 
Madras eee. 
Bangalore 2.7h 
Delhi «1% 


" ewes Maser Greey sanet seats eens cemne Sante meuh conte aunee See weber 
Eels cides'psign deeb oesh ive wen yoewn wacts cavum apap atmne ees gosh eeep RH ‘See Sny AIST a ate conn omen 
comes weve canst weese socee aeons mens Eses Suter seen coun eheee 


Source : Raj Mulkh, “Housing, Finance and the Urban Poor" 


Urban India, - Vol.I, No.2, Dec. 1981, p.36. 
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A report on housing financed by the REI in i978 oot cope! 
order to @liminate backlog & meet fresh demand oF we rit : = 
‘dated structures, %.5°9 milljon houses 1 the rural areas a es 
mi vion houses in the urban areas were required re be ii 
the next 20 years. cas This 16 naturally much mcr e sere ae ee a 
investment in housing can handle. According to ae ae aha Spats 
National Building Organization, only three lakh houses in he vi - — 
six lakh houses in the cities can be constructed SrA Lys i.e. one well g 
unit is being constructed where seven are needed . By 2001 A.D. the housing 
shortage figure 1s expected to reach 63.6 million. cas 


A. Urban Housing Conditions & Slums (aa) 


Some 82 per cent of Bombay's population lives in ane-room units, 
including slums. Of these 1.5 million live in chawls with common toilet 


facilities. & shortage of 55,400 housing units 16 added every year to a 
previous backlog = of 800,000 houses. Bombay’s housing crisis has been 
compounded by the rapid deterioration of its old housing stock. According 


to a survey by the Bombay Municipal Corporation, some 11,00 | buildings, 
housing 15 per cent of the population, are on the verge of collapse, while 
another 20,000 have a remaining lifespan of only five to 15 years. The 
result hag been the massive growth of slums, while 100,000 peaple are living 
on the pavements. 


In Calcutta, slums house 3.6 million people, i.e. 40 per cent of the 
metropolitan population. According to the Calcutta Metropolitan Development 
Authority (CMDA), two-thirds of the population lives in "Ratcha” (temporary) 
buildings and more than S7 per cent of families have only one room to live 


in. In Madras, nearly 400@,@00@ houses are decrepit, amounting to half the 
City’s housing stock. Some 2@ per cent of the inhabitants are slum- 
dwellers. cas, Ahmedabad, Fune, Fanpur, New Delhi have all xperienced the 


‘proliferation of slums & unauthorised COlONIeS. cae» 


Private & public residential construction has largely met the housing 
needs of the rich & the middle class. The housing schemes of the 
government, accarding to M.N. Buch, Director, National institute of Urban 
Affairs in New Delhi, have generally benefited people in the organised 
sector, with steady incomes or reserves to fall back upon to enable them to 
pay the instalments of the housing boards. According to a World Bank study, 
64 per cent of the households in Madras and 63 per cent in Ahmedabad could 
not afford a house even at Rs. S@QOQ/- sthe cheapest that the public sector 
can provide. <ayzy> 


— es ee ee ee et eee me ee me ewe me ee mee te me ee we oe me ee oem tee es ee ee ee we oe ee ee me nes Oe me me Se tee ee ee ee ee ee ee ee ee eS ee Se ee es es ee ee ee 


(42) Reserve Bank of India, Report of the Working Group to Examine the Role of Banking System 
in Providing Finance for Housing ‘Scheme, (Bombay : RBI, 1978). 


(43) K. Shah, "People’s participation in housing - Why & How?", Urban India, VeInt.~ Noses 
T7at,p. 2. 


(44) CSE, 1982, pp. 94-95; CSE, The State of India’s Environment 1984-85: The Second Citizen's 
Report, (New Delhi : CSE, 1985), pp. 138-154. 


(45) "Too little & Too slow", Hindu, Madras, January 24, 1982; see also K.S. Latha, 


| "Feverish 
rise in urban land and building prices", Financial Express, July 27, 1981. 


(46) See CSE, 1982 and 1985. 


World Bank, Housing Sector Policy Paper, (Washington DC : World Bank, 1975). 
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Reet Cnet Anne Say ORLEI Uae menty ORY GON Meme Rend mere renee rene ote 
AAP Dene AE Ce tent AN Se Lene Sens ene Hehe Hee ee teres eee eee ‘on 
— A TL A A Tr el A Ar Tr Re Ae LO SNE LN SN A SERS OES NOU LOS te SED LOGS ARS AONE Mad OEE CEES SARE CARED eRe Ont teed Gi omhe 


METROPOLITAN YEAR POF'ULAT ION SLUM FOPU- % SLUM FOPU- 
ary OF CITY LATION LATION. 
— (MILLIONS) (MILLIONS) 
Calcutta «1974 3.19 1.44 4%. 02 
1981 9.16 3. 24 35.35 
Greater Hombay 1976 7294 <n bw 44.00 
1981 25 28 51.02 
Delhi 1977 s.2 ie. 25. a0 
1981 a ee | 3.2 53.00 
Madras 1977 2247 O.99 40, 49 
1981 27 1.36 31.86 
Hydrabad LT 7 1.99 2.40 20. 20 
1981 2.82 a.54 21.28 
Ahmedabad 1976 1.89 .42 22. a0 
1981 2.51 0.44 26.14 
Kanpur 1976 S aleeck @. 56 41.98 
1981 1.48 0.48 4Q. 24 


See eee cone eens meee memes eae 
Ee et NE Se Nt Ls a Ar A A A A Tt Si is kt cs SO Aa a tc TS A Se A Te A A LT SL A A St Sr ht At rca Er tt Sr EERE He 


Source : GOL, Flanning Commission, Task force on Housing and Urban 
Development, Vol.IV. Cited in CSE, 1985, p.148. 


The public sector housing programmes for urban areas have included 
social housing schemes for the Economically Weaker Sections (EWS) with 
income below Rs. 35@ per month, and for the Low Income Group (L1G) with 
incomes between Rs. 350 to Rs. 6@2 per month. All schemes, except ‘the 
subsidised housing scheme for plantation workers, are under the state sector 
though monitored by the Ministry of Works & Housing. The role of the Centre 
is limited to drawing up broad principles and rendering financial assistance 
in the form of loans and subsidies to the State Governments and Union 
Territories. (Gee Table VII for Sixth & Seventh Plan allocations for 

the housing sector). 


There are also a ‘number of public financial institutions which give 
loans and other financial assitance to housing co-operatives, individuals, 


and State Housing Boards. These include the Housing & Urban Development 
Corporation (HUDCO), the Central & State Housing Finance Agencies, Fravident 
Func organizations, the Housing Development Finance Corporation 


Limited (HDFC), the Life Insurance Corporation (LIC) and the General 
Insurance Corporation (GIC). cam» The State Governments, additionally, 
extend funds through their own institutions, such as the Delhi Development 
AQGency (DDA) or the Maharashtra Housing &% Area Development Authority 


(MHADA) . 
Upgrading Slums 


Slum clearance and’ resettlement programmes in India have proved 
‘complicated. According to the Sixth Plan, "Such relocation net onty 
involves subtantial: hardship to those affected in .terms of loss ort ines! 
access to employment centres and other amenities, but results in unnecessary 


~~ oe me ee oe 
as ts ne ee Un 6 i et tn ee Oe ee ee 


~eoew ewe oe 
Ti as er ae el ae Se ES a ow aren om oe nme me SS 
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Table VII : HOUSING - SIXTH AND SEVENTH PLAN QUTLAYS 


avec sneee sgeas cores @vm Sines Outen Genes enehs bunfs Catt cares ICA? GUS MOE GulED <pms teat Stnw Genes Sante Sate OELAD AOMAD OVEN SOLO HOES GILGE SOOSE SEE CRS GaSe LORY CGE <Omey ceten 
ae meee ~ 


putes weet wares cays pened ie Sates meee hewet Gene eed Sonam mupen ante secon 
ee tee 


vad sateen Bete SIXTH SEVENTH 
i oe $c * 
cae SCHEMES _ PLAN FLAN 
J. (1982-85) (1985-90) 
OUTLAYS QUTLAYS 


vavse pases sand qooas wasgn wreas eaten come opm dames eusee inses open AGS%H sbsae eb Dyes SOnED Mase Sone tees caret omnes ceney cane renee mnee arose bape GEsay Suues medes Cases aroes cuses Ante: OfEy wotne Ar 


y - 
sens tenet Sanap See taded capes cnet mis verte ewat mee wore 


A States & Union Territories | 
| Rural house-site-cum construction Scheme (MNF) «353.50 576.90 
>. Social and Departmental housing schemes O57 437 1,274.02 
&. Folice Housing Scheme (a) 315.42 
Total : States and UTs 1,190.87 2,178.5 
iB. Central Sector : 

4. Housing & Urban Development Corporation ; IZ. A 60. G0 
.§. National Ruildings Organisation 2.00 © 4.00 
6 Hindustan Frefab itd. 0.085 wm. WO 
7. General Fool Office & Residential accomadation 142.0 165.02 
8. Flantation Labour Housing < 14. A 2. MQ 
9. Science & Technolagy are /41'4) 3, WQ 
1M. Dock Labour Housing 0.22) QO. 2 
11. CFWD Training Institute . 0.50 1.66 

co. House Building Advance 6 oe i 
L3. NMational Housing Bank ate 20. @@ 
14. International Year of Shelter for the Homeless sae 2. YQ 

& International co-operation 

Total : Central Sector ' 200. 22 297. B87 
Grand Total : States & UTs & Central Sector 1,490.87 2458.21 


Note : (a) .: Included in 2. above. 
source : GOI, Seventh Five Year Flan 1985-90, (New Delhi : Planni ng 
Commission, 1985), Table 12.3, p.296. 


destruction of existing Housing capital, however sub-standard it may be". 
came, The new strategy is based on. the environmental improvement of slum 
areag, through the provision of essential services like community water taps 
and sanitation, paved pathways, surface drainage and electricity. Slum 
upgrading is also far less expensive than resettlement, and major cities 
like Madras, Calcutta, Bombay & Delhi have xecuted a number of slum 
improvement schemes with World Bank Assistance. However the soaring price 
of urban land makes slum upgradation impossible. Slums are often located on 
prime real estate and therefore become the target of a policy of slum 
eviction at the hands of the State Government. | 


services” Scheme 
Public sector assistance iS provided for the Economically Weaker 
Sections (EWS) under the ‘Sites &%& Services’ scheme. The beneficiaries are 
given loans upto Rs. SQ00 per unit at highly concessional rates of interest 
* . a ; i ; 
repayable Over a period of 2-25 years, in the expectation that the 


SO ee ee ee ee mee ay ee as ee ee te ome = = TS Oe ob 8 ae —— oe on ee es ee ee oe oe 
Oe ee ere ee ee ee oe ee oe es ee - = 
SES NS EE SO, CA OF Sah OO Es ie, is Sb ee tee Se cen wah was er ls Sn as Ss eg ie eee 
- ~ _—— 
~ 


4 beneficiaries will thems 5 
accomadation. ses selves gradually improve the quality of their 


 &B. Rural Housing 


7 oe J eee by the Institute of Development Studies in Mysore 
a "9 eae OS esi» showed that in many Indian villages nearly half the 
existing houses needed urgent repairs. Many houses. built of tradi tienes 
materials Like mud and thatch had been standing for mare than 5@ years In 
opel cases even the straw matting on the roof had been replaced only erie or 
twice in this period. The proportion of houses in the rural housing stock 
that mat the minimum standard was low, and these were invariably the 
residences of rich landlords & other prosperous local people. 


Rural housing was first accorded priority during the Fifth Plan period 
7 Lund er the Minimum Needs Frogramme. The rural housing programme aims at 
providing house sites, & assistance for construction of houses, for rural 
landless families. In 1982, an estimated 14.5 million rural families 
required housing assistance. cesar By March 1985, some 0.72 million 
landless families still had to be provided with house-sites. This is “due 
to the fact that in some States “the scheme was extended to smaller 
municipalities, and in some States the beneficiaries included some belonging 
to the upper income strata of the rural community”. However only 1.9 
million families had received: construction assistance. cs 


4. AIR POLLUTION AND NOISE FPOLLUTION 


A. Air Pollution 

In India, as in the industrialised west, air pollution arises from both 
industrial production and automobile exhaust, and from domestic burning of 
non-commercial fuels, including wood, cowdung, agricultural wastes, etc.. 
Table VIII lists the common sources and environmental effects of same major 


pollutants. 


Air pollution mainly acts as ‘an irritant affecting the respiratory 
tract and thereby causing rhinitis & cough. The immediate etfects an human 
health range from loss of alertness and marked lassitude to irritation of 
the eyes and throat, and acute aggravation of respiratory illness such as 
asthma, bronchitis, tuberculosis and emphysema. The long-term effects could 
include a higher incidence of cancer. <¢sa> 


Ne cena ew nse eh eR a yea SS Sas eK Ke SSE Se EEE eT ee 


(50) GOL, Planning Commission, Seventh Five Year Plan 1985-90; (New : 
- Commission, 1985), p- 


(51) Cited in CSE, 1982, p.106. 
(52) GOI, Planning Commission, 1781, p.391. 
(53) GOI, Planning Commission, 1985, p.294. 


(54) Bronchitis may be caused by a virus through cold or influenza but atmospheric pollutants 
and cigarette smoking aggravate the disease to ‘make it chronic, and it may result in 
shortness of breath leading to emphysema. Emphysema is a disease in which the lung sacs 
or alveoli lose their elasticity, $0 that the lungs cannot completely exhale alr, 


resulting in a greater carbon dioxide content in the blood and consequent strain on the 
‘heart. Cigarette smoking i$ a major cause of emphysema. See C. Darner et.al., Infectious 


Diseases, (Massachusetts : Harvard University Press, 1968). 
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Major Sources of Air Pollution in Ind 


ANGLIA com> 
fo eee ions = «sa» In India these are entirely coal fired. 
ete 55 Nadia are fly ash, soot and culphur dioxide, although 
‘csc arene Sky artunately low in sulphur.cez) The Badarpur and the 
e i. F) thermal power stations are the biggest air polluters 
in New Delhi. Together they emit 180 tonnes of fly ash and 7@ tonnes 
of sulphur dioxide daily. Thick black smog from the’ IF station's 
chimneys coats the surroundings with a layer of soot. The preliminary 


results of a survey of its workers by the New Delhi Tuberculosis 


Spay show that TH incidence among them is about twice the normal 
evels. 


4 Even smaller cities, such as EBhatinda, and surrounding rural areas 
with its agricultural land and crops have been severely affected by the 
fall-out from thermal stations. 


Fertiliser factories : cse> The main effluents are fluorine gas, 
particulates, sulphur dioxide and trioxide from sulphuric -or phosphatic 
acid units and nitrogen oxides, ammonia, hydrocarbons and particulates 
from nitrogen-based plants. Adequate pollution control systems have 
not been incorporated in the original designs of most plants. For 
instance, the Madras Fertilisers Ltd. (MFL) unit releases urea dust 
into the atmosShere. Large amounts of ammonia are said to leak aut 
from pipelines & storage tanks, causing irritation to the eyes & 
coughing. 


Textile Mills : <«se, The major effluents are cotton dust, smoke & other 
combustion wastes, kerosene or naptha vapours, sulphuric acid, 
nitrogen oxides, chlorine, formaldehyde and chlorine dioxide. Areas 
around mills are usually covered with a thin deposit of cotton fluff or 
dust, inhaled by mill workers and residents of that area. Conti nudes 
inhalation causes byssinosis and weakens respiratory functions. 


A detailed study of 4000 people conducted by KEM Hospital and the 
Air FPollution Frevention Cell of the Bombay Municipal Cerporatian in 
1977-78, compared.the health of residents in a clean, western suburb of 
Bombay like Khar with that of residents of the mill areas of Lalbaudq 
and the Chembur area with its concentration of petro-chemical plants. 
The residents of the congested industrial areas were found to be 
sufferring from a much higher incidence of diseases like chronic 
bronchitis, TH, skin allergy, ANaemi & and irritation of the eyes. The 
absentee rate of workers WAS much higher, particularly in Lalbaug’s 
textile mills and there was 10 to 16 per cent incidence of byssinosis 
among the mill labourers. There was also arise in deaths due. to 
cancer in Lalbaug -twice as many as in Chembur or Ehar. 


ce naw es sno sas nso lam oe ot es fs ease PIO ST 


(Chapter 5) 
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s section is almost entirely based on the data on ‘Atmosphere’ 
lished in CSE, 1982, pp. 74-82. See also CSE, 1985, pp. 132-136. 


d, pp. 74 and 8@. 


, Planning Commission, 1981, p.346. 


(58) CSE, 1982, pp.76 & S80. 


d, pp. 76-77 and 79. 
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(iv) 


(v) 


in 


rd ‘ : i i ‘ @ < 
= ' : The high density of traffic in Lalbaug, apar 
pip teabaae 3" nile ills, was responsible for the frequent colds 


in the residents, a5 revealed by the abave 
study. Cancer of the lungs can be linked with benzopyrene levels which 


are high in Bombay because of a large number of cars. 


Traffic 
from the concentration of Mm 


and coughs, and dyspnoea 


According to the National: Transport Policy Document (1980), there 
are 317 million moter vehicles oan the roads. Their exhaust fumes 
contain carbon monoxide, nitrogen oxides, hydrocarbons , aldehydes and 
lead oxides. The black smoke of diesel engines contains mare 
particulates than the exhaust of petrol engines, but carbon monoxide 
hydrocarbons and aldehydes are less. According to Prof. J.N. Dave, New: 
Delhi, automobile emissions im Bombay & Delhi account for 70 per cent 
of the monoxide, 5@ per cant of the hydrocarbons and “0-40 per cent of 
the particulates in the atmosphere. Carbon monoxide reduces the oxygen 
carrying capacity of blood. Constant or prolonged inhalation of the 
gas poses serious threat to people with cardiovascular disorders. Lead 
ig another. toxic element present in automobile exhaust. A. survey by 
the National Institute of Occupational Health <(NIOH), Ahmedabad , 
indicated that lead concentration in the blood and urine of . policemen 
and roadside shopkeepers was significantly higher than that of 
unexposed people. Mandatory eammission standards need to be imposed on 

: ‘ 


vehicle manufacturers and owners. 


Cigarette Smoke =: <¢a#:, Ohe of the most worrying phenamenon in India is 
the increasing use of bidis and cigarettes. Cigarette smoke is known 
to contain inorganic pollutants such as carbon monoxide and nitrogen 
dioxide, and arganic ones such as phenols, aldehydes, benzopyrene and 
acrolene. According to the WHO, 9@ per cent of all lung cancer deaths, 
2.5 per cent of deaths from cardio-vascular diseases and 1% per cent of 
deaths due to chronic bronchitis are directly causesd by smoking. Bidi 
emokers face 10 times the risk of getting cancer than cigarette smokers: 
because bidis contain more poisonous and cancer causing substances per. 
unit weight than cigarettes. 


Domestic pollution =: cama, Non-commercial sources of fuel such as 
firewood and cowdung, used in open ‘chullahs’ for cooking, are other 
contributors to air pollution. A survey carried out over 15 years on 
hospital patients in Delhi sufferring from Cor Fulmonale, found that 
its incidence in men & women was Similar even though 75 per cent of the 
men as compared to 10 per cent of the women were smokers. In addition, 
the age of oanset in women was much: lower. The. authors, ~ Br. S. 
Fadmavati and Dr. SS. Arora concluded, "Cigarette smoking is prevalent 
all over India & must be a contributory, cause of bronchitis in men but 
not in women aS only 18 per cent of them smoke. The women are, however, 
expased to smoky primitive fire from childhood.....". 


Another study ina remote mountain district of Jumla in -Nepal also 


indicated a very high incidence of acute respiratory infection (ART), which 
turn was the most important cause of infant mortality. Out of a. total 


mortality rate of 490 per 1000, 333 deaths were due to ARI. This is one of 


the 


world’s highest mortality rates, and is partially due to irritation 


caused by indoor smoke-filled conditions. 


ee men wets eee tne 
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J 


@) Ibid, P.77; Mankad, 1976, p.4. 


(63) CSE, 1982, p.143. 


(6 


2) Mankad, 1986, p.5; CSE, 1985, pp. 123-128. 
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Legislation 

a In 1981, the Central Governmen: 

ne ; é ent enacted the Air 

re... Hs 6 adr Sel Act. It has many features similar to the Water 
y , ontrol Act, but unlike the latter, it is a Central Act and there 
fore all States have to set up air pollution control boards. | 


(Frevention and 


(4&5 


B. Noise Pollution. 
A Survey carried out in 1970 in parts of Delhi by the National Physical 
{ Laboratory revealed that noise levels in the city were far above the maximum 
limits eugqqgested by experts. As against 45 decibels (dE) recammended by 
Swi ss experts, peak levels in excess of 10@ dK were recorded in parts of 
Delhi : Daryaganj was found to have night time levels of 80 dB and the area 
around the All-India Institute of Medical Sciences had 39 dB. caar A Noise 
level study conducted by SOCLEEN in crowded localities of Bombay in 1930, 
found noise levels upto 97 dK during the annual Ganpati festival. 
Loudspeakers are cammonly used at fastivals and. ceremonies. Factories, 
automobilies, trains and aeroplanes, religious & social ceremonies are ai so 
sources of noise pollution in India. Frolonged exposure to noise levels 
above 9@ dR can cause permanent deafness. Factory workers have shown 
neurological, digestive and metabolic disorders under such conditions. cas» 


§S. WORKPLACE ENVIRONMENT 


The general environmentallevels ‘of chemical pollutants particulate 
matter & noise, pose serious health problems for the public, but exposure to 
them in the work-place is usually much more intense & hazardous. cee» 
Occupational health hazards are generally classified into two: 

(a) toxic chemical agents; 
(b>) biological & physical agents &% conditions, including accidents. 


(47> 
A. Toxic Chemical Agents 


Tomic chemical agents consist of dusts, fumes, mists, vapours and qases 
used in, or arising out af, industrial processes. «a> 


DUSTS 


The gravest occupational diseases are caused by dust. Dust exposure is 
intense in the mining, quarrying and mineral processing industry, as also in 


aww ae wae w eee eS ee 
es a) i aa ane Honea aa Reem SO Ne 


(63) For an analysis of the legislation, see CSE, 1982, pp. 92-83; CSE, 1985, pp. 347-349; 
Hadden, 1987. 


ct Sheet on Pollution in India, UNI Backgrounder, 4, 12, 1988, 


(64) United News of India, Fact sneet on roar 


New Delhi. 


§ (65) CSE, 1982, p-78; CSE, 1985, pp. 242-245. 


(San Francisco : Freeman, 1977). 


(66) P. Ehrlich et.al., Population, Resources, Environment, 


(67) Kawata, 1967. 
(68) For a classification of the chemical agents and their definitions, aha peek 
| Standards Association, Fundamentals Governing the Desiaqn & Operation of boca xhaus 
Systems, (Revised Edition), (New York : USA, 1958). 

204 


the fibre-associated manufacturing industry. 
known as pneUMACONLOS1S, or lung diseases, 
(caused by silica dust), asbestosis 


jhe diseases are generically 
and also include silicosis 
(asbestos fibres), byssinosis (cqtrton — 


» Es eee dibtiasotie 


dust) and $0 on. i 


Fneumoconiosis - is endemic im mines. Dust predisposes a person to 


tuberculasis. 


A survey of 11 coal mines with a total of 97,643 workers 


showed the prevalence rate of all’ categories of pneumoconiosis at 18.8 per 


cent, 


chronic bronchitis at 2.9 per cent, tuberculosis at 7.4 per cent and 


hookworm infestation at 39.2 per cent. coe, Several studies and reports ain 
the press have exposed the extreme health hazards involved in mining and 


related work environments. «va» 


Silicosis - is caused by dust containing free silica or silicon dioxide. It 
was first reportedin India from Kolar Gold Fields in 1947. A clinical and 
radiological examination of 7,653 underground miners with five or more years 
of service in the Kolar mines, revealed silicosis incidence to be as high as 
43,6 per cent. rar A Survey of -321 mica miners from - Bihar showed an 
incidence of 34 per cent, «7a while a study of 227 stone cutter showed a 
high incidence rate of 35 per cent. «ym An ICMR study of 605 workers in the 
slate pencil factories of Mandsaur in Madhya Fradesh pointed out that 80 per 
cent of workers were below the age of 35 years, and very few worked or 
survived beyond 1@ years. The prevalence was highest among the cutters and 
increased with the duration of exposure. Fifty two per cxent of the workers 
had dyspnea and Si per cent showed positive radiological evidence .of 
silicosis. In Mandsaur, Multanpur and Fipalimandi villages there was hardly 
aman over 4@ years, and there was not a single house without a widow. Ar 
estimated 5@@@ workers are faced with early death as there is no effective 
treatment, nor have preventive measures been undertaken by the industry like 
dust control and reqular medical examination. «7a, It is estimated that 21 


cot steed tates Meee Meee teers ye 


(69) 


(70) 


(71) 


(74) 
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M.N. Gupta, "Occupational Health Research in India", Indian Journal of Industrial 


~Medicine, 15, 130, 1949(a). 


Indian Council of Medical Research, Pneumoconiosis due to mica dust inhalation in mica 
processing industries, (Calcutta : Regional Occupational health Centre (E), 1981); 1CHR, 
Studies on Occupational Health Problem in Coal mining Industry, (Calcutta : ROHC (E), 
1982-ongoing study); R. Vishwanathan et.al., Report of Morbidity Survey in Dhanbad 
and Jharia Coal Fields with special reference to Pneumoconiosis, (Patna : Rajendra 
Memorial Research Institute of Medical Sciences, 1972); M. Raghav et al, “Health hazards 
associated with uranium mining in India”, Indian Journal of -Industria] Medicine, 12, 
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1966; C€.V. Sabnis et al, "Dust in relation to disease and disability", Environmental 
Health, 7, 1945. 


A. Caplan et al, “Pneumoconiosis in Kolar Gold Fields", Proceedings of a Conference on 
Silicosis, Pneumoconiosis and Dust Suppression in Mines, (Bangalore: Institute of Mining 
& Metallurgical Engineers, 19467). : 


Gupta, 1969(a). 


RK. se. et al, "Clinical and radiological studies in silicosis amongst stone 
cutters", Indian Journal of Medical Research, 6@, 1972, 
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Institute of Occupational Health, Hazards Evaluation in Slate Pencil 
Industries at Mandsaur (MP), (Ahmedabad : NIGH, 1981). 
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anufacturing 


million ‘workers are exposed to silica dust 


mineral processing industry. in the mining, quarrying and 


<7os> 


Bevestarse oe Asbestos fibres deposited in the ‘lungs cause pulmonary 
fibrosis, leading toa respiratory insufficiency and death; in more severe 
ERSeS, se eeuees cancer of the air tubes, lungs and the gastro-intestinal 
tract known as mesothelioma. Asbestos cement factory workers and 
construction workers face serious hazards. < «7.6, There are around 20 
factories employing 7,000 workers, and according: to Dr. S.R. Kamat, one- 
third of these are suffering from asbestosis. jake Conditions in sane 
mines, such as those in Roro owned by the Birlas, where tribal workers 
crouch for hours im dingy underground tunnels are even worse. ‘veo Families 


of workers are also valuerable, because workers carry home fibres sticking 
to their clothes. 


, 
Byssinosis —- poses a hazard for workers in the textile & fibre based 
industries and the cotton mills. It generally affects those who have been 
employed for more than 1Q@ years. Even in an advanced stage a byssinotic 
person cannot be radiologically distinguished from one having chronic 
bronchitis. <«ve,* A variant of byssinosis, bagassosis, occurs when bagasse 
fibre, or sugercane dust, is inhaled. «ao Similarly, workers engaged in 
hemp and coir industries suffer allergic reactions. caa> ' 


Chemicals 


The growth of the Indian chemical industry since 1950 has been 
phenomenal. cezm> Yet the occupational hazards associated with exposure to 
chemical agents in the work place environment, has received scant attention 
in India. cas» One of the first systematic studies was undertaken by the > 
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é (75) C.R. Krishnamurthy, Health Implications of Industrial Development, (Lucknow : Industrial 


‘Toxicology Research Centre, 1978). 


© (76) NIOH, Environmental-cum-medical surveillance in the Asbestos Cement Factory, (Ahmedabad : 
NIOH, on-going study). 


(77) Centre for Education & Documentation, Asbestosis : Dust that Kills, (Bombay : CED, 1983); 
see also CSE, 1985, pp. 234-236. 


(78) Ibid. 
{ (79) S.R. Kamat, “Effect of Cotton dust on textile workers", Chemical Age of India, 27, ici. 
4 M.N. Gupta, “Review of Byssinosis in India", Indian Journal of Nedical Research, 7, 
1969(b); CSE, 1985, p. 256 
(8@) R. Vishwanathan, Bagassosis, Technical Report of the Scientific Advisory Board of ICMR, 
(New Delhi : ICMR, 1960). 
(81) B.N. Gupta, et.al, “Immunotherapy in hempworkers having respiratory complaints", Archives 


t Health Centre (Southern), 
Occupational Health Hazards Among Coir Workers, (Bangalore : ROHC (s), 1981). 
: (82) See -B.B. Sunderesan, P.V.R, Subrahmanyam and A.D. Bhide, ne 
hazardous waste in India", Industry and Environment, Special Issue, 1983. 


of Environmental Health, 1978; Regional Occupational 


a 


“An Overview of toxic & 


(83) Krishnamurthy, 1978. 
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Indian Chemical Manufacturers - Assaciation in 1966, which covered 20,795 4 
warkers in 34 small, medium and large chemical factories located in and — 
around Bombay, Calcutta & Madras. The findings clearly showed the gross 
abuse of the human component in the production process cea, 


The Central Labour institute (CLI), Bombay, has over the years 
investigated the hazards posed by foundries & metal processing, gas 
manufacture, petroleum & petro-chemicals, fertilizers and DDT manufacturing. 
A CLI study of three caustic soda plants in Bombay, where CASES Of mercury 
poisoning were reported, found the mean atmospheric concentration of mercury. 
to. be in excess of the threshold limit. The exposed workers exhibited 
symptoms ranging fram insomnia to loss af teeth and receding gums.  ceass> 


Chemical: units manufacturing insecticides & pesticides pose serious 
hazards due to the frequent leake of toxic chemicals, cae» and the danger 
from accidents during storage (and transport) as in the case of the Union 
Carbide plant, - Bhopal. cav>’ The situation 9is further ¢omplecaced . by 
inappropriate & biased studies. cer» 

! 


tage chee tet oe 


B. Biological & Chemical Agents 


Hazardous biological & physical agents have received relatively less 
attention in the working environment. The biological agents consist of 
bacteria, fungi & parasite that are able to cause extreme discomfort, 
disease and even death. Almost any infectious disease maybe acquired in the 
course of employment, thus becoming an occupational disease. This 16 


especially true for medical personnel. Besides doctors, nurses and 
laboratory workers, other workers exposed to these hazards are tanners, 
veternarians, slaughter house employees, zoo and circus attendants, 


agricultural & municipal workers. cag» : 

Amang the physical agents & conditions hazardous to the worker ’s health 
are racdiatian noise, extreme temperatures and humidity, abnormal air 
pressure, weight lifting, repeated motions, shocks & vibrations. <ea, Ultra- 
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(84) P.V. Thakkar, Report on Medical-cum-Environmental Hygiene Studies in Chemical Industries, 
(Calcutta: Indian Chemical Manufacturers’ Association, 1968). 


(85) V.P. Gupta & Harwant Singh, Effects of Exposures to Mercury in Three Caustic Soda Plants 
in Maharashtra, Industrial Medicine Division Report No.1, (Bombay : CLI). 


NIQH study of Hindustan Insecticides Factory in Delhi (1978-79). Cited yn CSE, 1985, 
p.2373; Krishnamurthy, 1978. 


(87) The Bhopal tragedy has been extensively documented. See sources in CSE, P¥eae peset. 


(88) For instance the controversy regarding the Gwalior Rayon Silk Mills (GRASIM) factory at 
Nagda, Madhya Pradesh. See V.7T. Padmanabhan, The Gas Chamber on the Chambal, (PUCL- 
Madhya Pradesh, June LSBS)4 The official study was by H.5. Brar eteat. Qccupational 
eal Soham in the Staple Fibre Plant of Gwalior Rayon, (CLI, Rugust 1983). See also 
vadma rakash, "Environmental Studies. Identifying Bias in Establish oa 
Research". In CED-MFC, 1986. i i peer: hehe 


(89) P Vakil (ed), Text-Book of Medicine, (New Delhi : Association of Physicians in India, 


od. 
S73), 
(90) Kawata, 1967. 
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all ee emitted during: are welding can damage the eyes & skin. 
pi sit g can affect health in two ways : poor illumination can lead to 
accidents, whereas glare can cause 


a die le eye fatigue & visual interference. 
oundrey workers handling molton metals are exposed ta infraed rays, which 


| te abet eye damage besides increasing body heat. Exposures to high level 
of ionising radiation can cause severe burns, blood dyscrasias a eaetrne 
intestinal symptoms, cataract, cancer & gene mutations. Miced war thermal 
plants, nuclear reactors, heavy water complexes have | . 


| serious implications 
for the health of the workers. 


Noise 168 a psychological & physical health hazard for the worker 
employed in boiler making, aircrafts, motor garage, blacksmithy, weaving 
industry, rivetting, blasting & metal working trades, rock drilling and 
lathe operating. Besides causing permanent deafness and rupture of the ear 
drum, the harmful effects include increased annoyance, mental tension, 
irritability and emotional disturbances. The textile mills are some of the 
noisiest workplaces in the country. 


Exposures to high temperature can upset the homeostatic balance 
mechanism in the body and can cause circulatory disturbance and heat 
SMMALUSTION. Furnace & foundry workers, metal casters, iron and qlass 
workers, miners and those working in the steam press shops .in rubber 
industry are exposed to this hazard, since a furnace is used in a variety of 
industries including coal tar melting for road laying purposes, and steam 
engine, metal and metal based industries. High temperature can alsa cause 
apathy, lassitude & sleeplessness. 


Workers who lift heavy loads, as in many factories, at the docks or on 
railway platforms, are easy victims of various diseases of the bones and 
joints, strangulated hernia and vericose veins. However, this aspect of 
accupational health, as alsa many non-industrial occupations (drivers, 
policemen, agricultural labourers, etc.) women damestic workers have 
received scant attention. <i> 


Accidents 

Accidents, the most serious among occupational hazards, have received 
greater attention than other occupational diseases, primarily because of its 
visible manifestations. However, even here there is gross under reporting. 
Official data probably lists no more than 20 per cent of the total number of 
fatalities and accidents. The large number of warkers in small units, i.e. 
units with less than 20 persons and using electricity, or units with less 
than 10 persons and not using power, are excluded from the purview of tte 
Factories Act, 1948, and the Employees State Insurance Act (ESIA), 1948. 
Thus , workers in small “Neweatshops" all over the country, construction 
workers and thase contracted by outside agents within large units are not 


protected by the existing legislation. com 


Unguarded machines % work spaces are the primary causes of pemees 
: | j Ss rat 31 tres & & : ADGeS ac “CO 
Flying & falling objects, explosions, fires % structural collap e 
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(91) See the sections on Transport Workers and Farm Workers in CSE, 1985, pp. 244-45. For the 
| health of poor labouring women see the special issue of the FRCH Newsletter, September- 


October 1987, Vol.I, No.6. 


Clark et al, “Plight of Agate Workers in Gujarat", Science Today, 


gatas ite 30a (Bombay : Build Documentatian Centre, 


December 1982; Bharat Dogra, Occupational Hazards, 
1985). 
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which lower workers’ concentration are might shifts, 


2 jo rectors 
the toll : poor lighting, vibrations and 


double shifts, high heat & noise conditians, 
high work speeds. <cwm> 


The textile industry's share of accidents is disproportionate to the 
number of people it employs. Tt accounts for 56.32 per cent of accidents but 
employs only 22.62 per cent of the industrial labour force (Table IX). 
Accarding to a survey by the Union Labour Ministry, «sa, the disturbing rise 
in absenteeism amang Bombay’ s textile mill workers is partly due to the 


PERCENTAGE DISTRIBUTION OF FATAL AND NON-FATAL. INJURIES. AND 


AVERAGE DAILY EMPLOYMENT, BY INDUSTRY (REGD. FACTORIES FOR. 
THE YEAR_1979_ (EXCLUDING MINING AND CONSTRUCTION). 


Table IX 
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a“ 
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INJURIES AVERAGE EMPLOYMENT 
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Textile Tg aa . ral a ne 15,45,a@00 eee 
Metals 47,11 pee he 10,02, 2ae ae ee 
Transport Industry | ras GN &. 27 Bat? Oe . 6&.a7 
Machinery Po Gas Bake ba ee ‘4, 72,882 ina 
Chemicals 12,44% ha ae 4,293,004 Qin 
TOTAL. get y Go AL 1W@.@@ 64,67 , BAe 1@0. a 


Source : Nair, R.R., Central Labour Institute, Bombay. 


greater number of accidents they suffer. The fact that over 35 per cent of 
all recorded industrial accidents occur in the textile units, points ta the 
lack of adequate safeguards. Furthermore, the ‘bacli’ (casual) workers 


recruited to fill any temporary vacancy (in many mills they are the majority 


(9 


workers) are put on the job with little or mo training; the accitient rate. 
among the latter is much higher than among the permanent workers. Mines and 
quarrying, and metal and engineering intusetrial units are these oerer 
industries accounting for the major proportion of industrial accidents. 


However statistics on occupational injuries are available for only a 
fraction of the organised industry, covering approximately 3.5 per cent of 
pee total work force of 220 million (including agricultural workers). COM 
Accarding to official statistics, during 1965-75, over 2.5 lakh workers were 
injured and &,@@0 workers lost their lives. The total number of industrial 
accidents rase from 2.4 lakh in 1975 to 3.5 lakh in 1980. .<e#., The overall 
frequency rate of accidents in industrial units is 68.9 per 1208 and the 
fatality rate is @.16 per 1000. ce» ‘ 
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3) Sagar Dhara, "Bhopal Can Happen Again", The Indian Express, December 23, 1984. 


(94) Article appeared in the Economic Times (Bombay), 31 July, 1982. 


J) Indian Express, op. cit. 


(96) Economic Times, 1982, op. cit. 


7) RR. Nair, CLI, Bombay. 
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¢ : i 
i Three acts touch upon different aspects of occupational health : 
Factories Act, 1948; Employees State Insurance Act (ESIA), 1948; and the 
Workmen "Ss Compensation Act (WCA), 1923. The Factories Act. lays down 
provisions for the general health of workers by prescribing detailed 
instructions -regarding cleanliness, disposal of wastes, ventilation and 
tenperature, dust &% fumes, artificial humidification, overcrowding, 
lighting, drinking water, and laterines. Safety regulations are also dealt 
with, such as fencing of rotating parts, provision of alarm & proper 
escapes, etc. There are 24 notified diseases; any incidence of these among 
the employees must be reported to the chief Inspector of Factories by the 
attending medical practitioners. The Factories Act requires that each State 
should have a Chief Inspector of Factories, the primary enforcing authority. 
Working under the Chief Inspectors are certifying surgeons and inspectors, 
including medical inspectors. Certifying surgeons examine all factory 
workers, and supervise the diagnosis & treatment of occupational diseéases. 
They are also responsible for determining the health hazards of any new 
substances used on the shop floor or in new manufacturing processes. — 
However, states suffer from inadequate staff, while records of illnesses 
associated with occupational conditions are rarely maintained by factories. 
In effect, non-detectian for want of competent examination and careful 
monitoring is being interperted as non-existence of accupational diseases. 
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<P> 


(98) P.V. Thacker, "Occupational Health Services ~- Today & Tommorrow", Indian Journal of 


Industrial Medicine, 17, 1971. 
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Development of Health Education in India eit 
- Administrative set-up for health education 
- Health education activities undertaken by | 

the CHEB and SHEBs 


Primary Health Care : Need for New Approaches 219 
to Health Education 


HEALTH EDUCATION 


1. INTRODUCTION 


ie Theoretically, health education forms an essential part of the modern 
ee dshuctaieoit structurally, however, it has occupied an isolated position 
at the lowest rung of the status hierarchy in the health bureaucracy. The 


need for upgrading and reorienting its role in the health system has been 
perceived due to the following reasons: 


(a) The imparted nature of thé health education system: 

(b) The decision to provide basic health to all by 2000 A.D.; 

(Cc) The curative orientation of the medical personnel which has ~ 
reduced the effectiveness of the health care system; 

{d) AS an essential prerequisite for community participation. 


This chapter reviews the administrative . set-up, policies, foci and 
assumptions of the health education programme in India, and outlines the new 
approaches that are being currently advocated. 


2. DEVELOPMENT OF HEALTH. EDUCATION IN INDIA 


The importance of health education in promoting the acceptance amang 
people of public health programmes has long been recognised. «a> Aas early 
oe i929, a publicity unit for disseminating health information was 
established in the Directorate of Health, Services of the State of Mysore. 
From 19485 onwards, publicity units were set up in most of the princely 
states and some provinces "through which education to the masses on Various 
aspects of health (was) started". ‘#? Mass communication was limited toa 
informing the public about anti-epidemic measures, and seeking their co- 
operation in preventing and controlling diseases. The Bhore Committee 
Report (1946) recommended the creation of health publicity bureaus at the 
centre and the states; the integration of health education in preventive and 
curative health; and pin-pointing all sections of the population including: 
gchool children as targets for education. The need for training specialists 
and field workers was emphasised, and skills oan conducting health talks, 
cinema ShOWS , damonstrations and the use of a variety of aids 
and media were expected to be developed. bears 


Administrative set-up for Health Education 


The importance of health education in achieving public health qoaels was 
emphasised in the First Flan document. "811 progress in public health 
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‘4t) For the ancient origin of the concept of health education in India, see Lois Philip, 
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the future, Report submitted to 
{(mimeographed, 1978). 


Central Health Education Bureau (CHEB), Report on Status of Health 


9 aig 
te ee (New Delhi: Directorate General of Health Services, Ministry of 


Education in India, 
Health & Family Welfare, 1980). 


ay GO1, Health Survey and Development Committee (Bhore Committee), Report, Vol.Il, (New 
. ; . p 
Delhi. Manager of Publications, 1946), pp. 86-89; 107. 
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(4). Lited<t9 tbrd. 


{ 
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depends ultimately on the willing assent and co-operation of the people ie 
their active participation in measures intended for individual and community 
health protection. Considering how much iliness 1s the result of ignorance 
of simple hygienic laws oF indifference to their applicatian in practice, no 
single measure is productive of greater return in proportion to outlay than 
health education". ‘* The establishment of Central and State bureaus were 
recommended, but adequate funds were allocated only during the second plan 


period. 


Bureau (CHEB) 

The Central Health Education Bureau was established in 1986 in the 
Directorate General of Health Services (DGHS), with the assistance of the 
United States Technical Co-operation Mission (USTCM-now USAID). The 


objectives of this apex body ares ‘*? 


(i) To interpret the plans, programmes and achievements of the Health 
Ministry. 

(ii) To train key health & community welfare workers in health 
education and in research methods; to evolve effective methodology 
and tools of training. 

(iii) To design, quide, co-ordinate and conduct research in health 
behaviour, health education process and aids. : 

(iv) To prepare and distribute various types of health education 
materials to states and other agencies. 

(v) To render technical and other assistance to official agencies 
engaged in health eeucation work and toa co-ordinate their 
programmes. . eee. ; 

(vi) To co-operate and collaborate with international agencies in 
promoting health education. activities. | 

(vii) To help the schools & teacher training institutions make the 
maximum use of the opportunities for h@alth education among the 
school population, including the development of sound health 
practices. 


| The Bureau initially carried out its. activities through three technical | 
divisions ~~ Media Division, Methods Division and School Health Division. 


With the expansion of activities, these have increased to eight divisions. 
(és? : ; 


ot 
' 


reaeter seesasesgentboesesst ene trons #6 sere 


State Health Education Bureau SHEBs). 


In 1984, the Central Council of Health recommended the establishment of 
state health education bureaux with central grants. The council resolved, 
"Ns health education of the various social groups of population can only be 
undertaken by State Governments, the council recommends that they should 
actively consider the building of Health Education Bureaux as a part of 
their State Health Departments, and plan a suitable field programme in 
collaboration with their educational departments and social welfare 
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organisation." ¢», 
organisational plan 
level bureaux. 


A set of general and specific objectives, functions = and 
were formulated for the purpose of setting up the state- 


The general and long-term objectives of the SHER are - 


(1) To help people to achieve health by their own actions and 
efforts. 


(ii) i , Cast Se peaple to shoulder responsibility for their cammunity’s 
ealth. 


(iii) To obtain people’s active participation and support for public 
health programmes and policies. | 


(iv) To. encourage people to fully utilise the health services provided 
by the Government and other agencies. 


The specific, short-term qoals included: 
(i) To collect baseline data of the prevailing pattern of health 


habits, attitudes, beliefs, values etc. in representative areas of 
the State. 


ieee TO evaluate the methods and media of health education used at 
present. 

(iii) To provide in-service. training in Health Education to midwives, 
dais, health Visitors (the contemporary Health’ Assistants), 


teachers etc. . 

(iv) To include Health Education Courses in the pre-service (pre- 
placement) training of health personnel, teachers, village level 
workers, social education organisers, etc. ' 

(v) To reproduce suitable health education materials. <a» 


The organisational set-up of the GSGHERsS consists of the Administration 
Section, Materials Section, Field Study and Demonstration Centre, Training 
Section and School Health Education Section. Each SHER oversees the 
activities of a number of District Health Education Units and of the Frimary 
Health Centres (FHCs). 


Health Education Activities undertaken by the CHEB and SHEBs 
Media_and Publicity : CHEB has an editiorial and an audio-visual section. 
The former brings out popular journals on health problems (Swasth Hind ‘and 
Arogya Sandesh), produces publicity materials such as pamphelets, folders, 
handbills, booklets, etc., produces spot reparts & backgraund material on 
health topics for the masa media and prepares Technical Report series an 
research and evaluation projects. The. latter section has films, 
phatography , museum, exhibition and art UND CS anc hae prepares educational 
kits for use by health assistants and midwives. phe The SHEEs , too, neve 
produced publicity material which 1s periodically distriputad ta | 
public health inatitutes, municipal corporations, municipal committees, 
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(7) Government of India, Scheme for the Establishment of Health Education Bureau in States y 


(New Delhi, mimeograph). 
(8) Ibid. 


ma) Philip, op.cit., pp.3-?. 
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colleges, FHCs and voluntary organisations. car Tey 


hospitals, schools, exhibitions in their respective 


are “utensively involved in conducting 


etates. ‘%*? 


Training 


amen enean sen sree He! 


The CHEB has developed a professional training programme of 12 months 
duration leading to a Diploma in Health Education of the Calcutta, Madurat 
and Delhi Universities. The State EBureaus have undertaken short. training 
programmes, orientation Courses and pre-placement courses for a variety of 
health and allied workers mostly on behalf of other agencies. The CHER has 
prepared courses and manuals for use in Health and Family Welfare Training 
Centres which train multi-purpose workers (MFPWs). ¢**? 


Field Study-cum-Demonstration Centres : 


There are urban and rural centres for exposing staff and student to the 
field situations, and for undertaking field studies. However these centres 
have only partially been developed at the state level, weually in co- 
ordination with easily accessible FHCs. °*™ 


Research and Evaluation 
The CHER has undertaken behavioural ‘research, field studies and 


research-cu,~action campaigns. The SHEBs have mostly undertaken small 
studies related to knowledge, attitude and practice with reference to the 


‘utilisation of Maternity and Child Health (MCH) services and family 


(1 


(4 


plannina. According to the CHEB survey findings,, few studies have dealt 
with health education approaches and the process of behavioural change in 
the comminity. <**? 


School Health Education 

In 1957, the Ministry of Education set up the Health Education 
Nutrition Education Committee to initiate the preparation of syllabi on 
health education for schools and teacher training institutions. The CHER 
co-ordinated the preparation of syllabi, and conducted 6 states-level joint 
workshops of health and education personnel as an orientation for 
implementating the syllabus. However hardly any state has introducted it in 
the senool curiculum. ¢*= / 


The school health programme has largely consisted of periodical check- 
up of students for diseases and deficiencies. The WHO's review of school 
heakth education ain India decried the narrow focus of these services on 
physical examinations, and recommended a more broad-based and cost-effective 


tet Shee ann Larne eanNe heeed Aenke MSR HeGeN nA) ceeee n¥ReE Gente marty Guees Sete AESOG ciety ERGY Gomes paNEt SOLED apiey “ten Sten RIMES mers meray HIGG) wenn eeuht donut Brose Orie! stern mee (oene GREED covhe SmENS anges SEND Gus SeGte Sheer tombe PLOY SeEEE SOGGS inter eoret Shins men anhY tenet Fares GEG GEES feTED Seeee Goere ened Hanah Seed ASE: HET CEASERS: 
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@) GOI, CHEB, 1980. 

{) Lors, ap.cit., p.1é. 
2}. 301d, 60. t0-11. 

3) Ibid, pp. 11,16. 

4P GUL, CHER, 1980, 9. 
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214 


Pe ocho reaps oo on personal hygiene, health education, sanitation of 
o Lat < premises, etc. «re To conserve limited resources, the WHO has 
also recommended the training of school-teachers themselves so that they can 


_ recognise, and refer to the local health ices. re | 
backward children. services, the obviously sick anc 


Subsequently the CHER has collaborated with NCERT in developing a 
revised school health curriculum and the preparation of text-books. ‘+7? 


Family Welfare Programme _: Extension Education, Mass Education and Publicity 

The role of education and motivation in gaining acceptance for family 
Planning was highlighted in 1963, when the traditional clinic approach was 
found to be inadequate. 79 With the creation of a full-fledged Department 
of Family Flanning in 1966, within The Ministry of Health, Family Flanning 
and Urban Development, state and district level health organisations and 


urban and rural family planning services were strengthened by the inclusion 
of education and extension staff. 


The State Family Welfare Bureaus include among their staff Mass Media 
Officer and specialist Health Education Officers; and the district Bureaus 


have been provided with Extension Educators . and Mass Education and 
Information Officers to provide mass publicity and mobile service support to 
the programme. The pre-MFW Scheme staffing pattern for rural health 


services ‘*%? included a Block Extension Educator (BEE) per PHC, to be 
assisted by a male FP field worker and an auxiliary nurse midwife (ANM). At 
present, the male and female multi-purpose workers (MFWs) are responsible 
for family planning motivation at the sub-centre and village levels. 


Extension Education : The model of extension education adopted by the family 
planning pragramme has been called the KAP (Knowledge, Attitude,. Practice) 
Model. It assumes that the presentation of appropriate information to the 
target group, the community or influential local leaders (perceived as 
change agents) would lead to increased knowledge and this, in turn, would 
create positive attitudes towards innovative health practices; positive 
attitude in turn would lead to the adoption of the new practice. 


In recent years, with the adoption af the goal of reducing the birth 
rate to Z1 per 1000, and a net reproduction rate to 1.@@ by ZOO A.D, the 
KAP approach has undergone some modifications. According to the Department 
of Family Welfare, (20> there is awareness about family plannning = among 92 
per cent of the papulation and about 6@ per cent have favourable attitudes. 
Llowaver the actual acceptance and practice has remained at a low level. In 
order to gengrate demand for FFP methods and raise the eligible couple 
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(15) World Health Organisation, Final Report on Health Education in Schools: India (WHO 
Project : India 1980), July 1964 - July 1967, (New Delhi : WHO-SEARO, 1968). 


(17) Philip, op.cit., pel2 


(18) See the chapter on Population, Health and Development in this chapter. 


(19) See the chapter on Organisation of Health Services and Manpower Development. 


(28) GG! Annual Report 1985-86, (New Delhi : Ministry of Health and Family Welfare, 1956), 
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protection rate from Se per cent to 6@ per cent, the IEC (Information, 


Education and Communication) Madel has been advocated. This approach 

emphasises - ‘**? 
(i) “information about the range of contraceptive methods, the 
facilities available under the Maternal and Child Health  (MCH) 
services, universal immunization, Medical Termination of 


Pregnancy, @bC.§ 

Le education about the age at marriage to gain support for the leqar 
minimum age; delaying marriage; delaying the first pregnancy: and 
spacing births with intervals. of at least 3-4 years. 

(iii) communication, 1.@. an emphasis. an person-to-person approach in 
explaining the method $0 that doubts or misconceptions are. 
clarified simultaneously. It also advocates the use of 
communication material that has been desiqned according toa the 
requirements of the areéa, and to tHe socio-cultural and economic 
background of the audience and/or community, etc. 


There was a spurt in extension work in 1979-80, in an attempt to 


revitalise the family planning programme. ‘weer In 1984-85, @, Ae 


Lees | 


orientation Training Camps in villages and urban slums, covering 2.5 million 
opinion leaders, were held. The camps focussed attention on the relation 
between development and population growth, and emphasized different methods 
‘as also MCH services. ‘75? 

Mass Education and Media (MEM) Activities: A few years after the 
adoption of the extension approach,: the family planning programme alsa 
incorporated mass media techniques for education and publicity. The strategy 
has been to present a few short, repetitive, powerful messages to the public 
through all modern mass media (broadcast media, T.V.network, films, 
hoardings) and the traditional folk media to which people are accustomed and 
in which they participate. (The technique is similar to the advertising and 
propaganda approaches) . : 


This strategy incorporates the support of the media units of the 
Information and Broadcasting Ministry. In 1974, the need to widen the range 
of messages was also felt, and MEM activities have attempted to highlight 
the significance of health, nutrition, maternal and child health, water 
supply, Status of women, education and other factors facilitating the 
adoption of a small family norm. ‘#47 The total budgetry allocation for MEM 
activities for 1985-86 was Fs. 1,111 lakhs, out of which Rs. 5S@S lakhs was 
for States/UTs, Rs. 401 lakhs for the Media units of the [ and & Ministry 
and Rs, 200% lakhs for central projects. ‘#5 
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f7t} Ibid. 
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(22) GOI, Family Planning Froqramme in India : Year Hook 1979-88, (New Delhi : Ministry of 
Health and Family Welfare, 1981), p.22. | 


(23) GOI, Family Planning Programme in India : Year Book 1984-85, (New Delhi : Ministry of 
Health and Family Welfare, 1985), p.37. 


(24) V.N. Kakar, Population Communication in India, (New Delhi ini 
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(25) GOI, MOHFW, 1985, p.34-35. 
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Population Education : Population education in schools and colleges in 
adult, continuing and non-formal education, in programmes for iaduatrift 
workers and apprentices, coal miners and plantation workers, are other 
components of the education and motivation approach to family ni ghana. C Bde > 


Assessment af the Educational Component in FP Frogramme : The establishment 
of the family planning bureaus with their own educational and publicity 
camponents, separate from the health education activities of the SHEB, led 
to a decline ain the latter's functioning and importance. According to 
Philip, “Instead of using the already existing bureaus with its 
organisational set up to full advantage to serve the needs of the 
prestigious family planning programme, administrators found it best to 
ignore what was already available and to set up a monolithic organisation 
with little co-ordination with what was already existing". ‘#7? Furthermore, 
the use of incentives, the setting of targets and the utilisation of lay 
workers to meet these targets, caused a set-back to the extension approach. 
Referring to a study of the FP programme in five districts in Uttar Pradesh, 
adie sited BRanerji pointed out : "It was also observed that the use of coercive 
techniques, ees and the sporadic use of substantial incentives, had done 
much to undermine the credibility of the programmes’ educational strategy. 
Once incentives or coercion have been used, it is almost impossible to 
return to an entirely voluntary and educational approach". ‘*™ 


This study, as also an earlier study on 19 villages, ‘*®* has shown 
that the failure of the health workers to develop a rapport with the 
villaqers (the starting point in any IEC approach), due to the former's 
negative association with coercive family planning practices, meant that the 


villagers were unable to translate their "felt need" for contraceptive 
services into practice. There were several instances of pregnant women who, 
failina to get suitable family planning services from the primary health 
centre, took recourse to induced abortions to get rid ‘of -unwanted 


pregnancies. ‘4? The UF study underlines the fact that the activation of 
the health services system at every level is the primary task for activating 
the family planning programme in the country. 


Hospital Based Education 


The family planning programme gave a filip to educational activities in 
hospitals. The All India Hospital Fost Partum (ALHFP) programmes were 
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26) GOI, MOHFW, 1985, pp. 37-38. 


27) Philip, op.cit., p. 18. 
28) B.D, Mishra et al, Organization for charge A Systems Analysis of Family Planning in Rural 
India, (New Delhi : Raeliant Publishers, 1982). 


29) D. Banerji, Health and Family Plannin Services in India, (New Delhi : Lok Paksh, 19857, 


p.250. 
{3@) D. Banerji, "Health Behaviour of Rural populations in India : Impact of the Primary 
Health Centres", Economic and Political Weekly, VoL.XIII, 1974. Cited in D. Banerji, 
Behaviour, (New Delhi : VHAI, September 1978, 
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oe hi soitals this programme has been 
introduced 12n 1969. In the teaching ho pi : 
conducted by a Lecturer in Health Education functioning thraugh the 


Department of Freventive and Social Medicine. 


Hospitals, according ta the CHEB, are service institutions which can 
effectively promote health education among patients as well as the family 
and community. 4 combination of services and health education 1% found to 
be most effective in bringing about. behavioural changes in health practices. 
As teaching centres, hospitals also have a role in training health and 
medical personnel in health education. ‘>*? 


According to a study undertaken by CHEB, some form of health education 
activity was being conducted by the hospitals surveyed. Sess Thre three 
major preventable health problems reported by the haspitals are infectious 
diseases, nutritional disorders and gastro-intestinal infections. Obstetric 
and gyneacological problems are common and sexually transmitted diseases are 
on the increase. Education and information regarding these health problems 
are being imparted most commonly through individual talks by doctors’ and 
health educators in the OPD wards and special clinics. Group talks, display 
of posters, exhibitions and printed material have also been used in the 
hospital situation. 


The community work undertaken by some hospitals has involved a variety 
of approaches and personnel. As against individual talks by doctors in 
hospitals, health education in the community setting has - involved home 
visits by public health nurses (FHNS), medical gacial workers, and lecturers 
in health education; mass meetings and group meetings conducted by FHNs and 
extension educators; and shows and exhibitions held by the health educators 
in co-ordination with the District Health O¢ficers (DHOs). Community health 
education activities have been undertaken by para-medical health worker s 
rather than by doctors and nurses. “felines 
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The CHER has a wing that looks after the educational and publicity 
requirements of the vertical health programmes. 


(i) The National Malaria Eradication Frogramme (NMEF) incorporated 
the health education component when it encountered resistance ta 
DDT spraying. With the adoption of the Modified Flan of 
Operations for Malaria Control (MOF) im 1977, people eo 7e 
operation in the active search for fevers and in the collection of 
blood slides was felt. Fublicity material to arouse public 
awareness has been prepared and motivational work is undertaken by 
the MPWs and Village Health Guides (VHGs). 

(ii) Educational support was important to the intensive surveillance — 
containment approach of ‘the small pox eradication programme, 
Coloured photographs were used to aid people in identifying and 
notifying the diseases. 
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(32) GOI, CHEB, 1980, p.47. 
(33) Ibid, pp. 67-75. 
(34) Ibid. 


(35) Philip, op.cit., pp. 22-26; GOI, MOHFW, 1986, pp. 39-41. 
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(iii) Pichi fap component of the National Tuberculosis Frogramme 
Cetus a. by para-medical workers, has concentrated on 

: QO ‘G vaccination co-aperat i ; Lae ‘ 
treatment compliance. poration in Cane. 8a" 


ay? The National Leprosy Control Programme (NLCP) has functioned 


supndloabek ice Survey Education and Treatment (SET) centres manned by 
of eee oe et eel workers, in areas with an endimicity between 
~ and 10 per 100. The problem of ‘stigma’ has been a special 


concern in the preparation of educational materials. ¢**? 
(v) The National Blindness Prevention Frogramme has implications for 
; the school health programme. Rasic concepts on eye care have 
been incorporated in the school curriculum. Educational folders 
in the regional languages and audio-visual materials have been 
distributed. 

(vi) The Diarrhoeal Diseases Contreal Programme has introduced folders 
for the community and Village Health Guides, and flip charts for - 
para-medicals for purposes of preventive information and promotion 
of the oral rehydration therapy (ORT). 


The Applied Nutrition Frogramme and the Integrated Child Development 
Scheme, the Expanded Programme of Immunization, and other programmes for the 
control of cholera, goitre, etc have educational components. 


However the health education component of the national programmes have 
not been very effective. Eanerji for example, points out that the thrust of 
the Leprosy programme has been an case-finding and case-holding, the problem 
of stiqma and health education, without adequate attention being paid to the 


|. availability &% accessibility of health services, supply of drugs, 
interpersonal communication and the health worker-patient relationship and 
the health worker-community relationship. He also cites the case of the 


National Tuberculosis Frogramme, which has focussed on obstacles to case- 
finding and on treatment default in its health education component. 
However , the findings of a field study, have indicated that, due to the 
“weaknesses in the services, a very large number of tuberculosis cases, who 
were actively seeking help, were not even heing diagnosed as cases af 
tuberculosis and were being turned back with a bottle of useless cough 
mixture. ~er»Similarly, studies of treatment default ...indicated that 
organisational, managerial and technological lapses, rather than lapses an 
the part of patients account for the bulk of the problem. ».» Health 
educators in India have a tendency of immitating the approaches that have 
been developed in western countries & of almost blindly rushing in to take 
upon themselves the task of rectifying the ‘faults’ oF .<he community 
without fully questioning ‘the adequacy of the services that are being 
provided". ‘*7’ 


3. PRIMARY HEALTH CARE : NEED FOR NEW APPROACHES TO HEALTH EDUCATION 


The need to arouse people’ s sustained involvement and participation in 
health programmes in the context of the goal of Health for all ad Beet se 
has once again highlighted the importance af health shane coo eeganilon he 
assesement of the status of health education in India by the CHER and other 


"Social and Economic Aspects of Leprosy", Working paper 


(36) For instance, see R.K. Mutatkar, . 
presented at the Meeting on Social and Economic Aspects of Leprosy, Knala Lampur, 1-4 


December, 1981. 
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identified the administrative and functional 
weaknesses. Most evaluation studies have relied on the questionnaire method 
in getting data and feedback on the functioning of various institutions and 
agencies such as the SHEESs, District Health Education Units and PHOS § the 
problems cited include the lack of funds, of trained manpower, of materials, 


transport facilities and the lack of cammittment on the part. of the 
¢ ea 


Government . bodies has mainly 


of 
health services bureaucracy to this activity. 


However the wider objectives of the primary health care approach has 
highlighted the need for new appreaches to health education. The Exoert 
Committee of the WHO pointed out that, 


"Originally, health education developed along the lines of the 
biomedical views of health and disease current at that time, according ta 
which social, cultural and psychological factors were thought to be of 
little or no importance. The assumption was that people would enjoy better 
health if they would act in the manner recommended by health workers.... 


The term "health education" itself suggested to some the outward and 
downward communication of "health knowledge"... on how to avoid Lliness or 
on how to cope with disease". “5% 


The reorientation of the educational approach to health must aim at 
increasing "individual and community capabilities for involvement and self- 
reliance in health and to promote healthy behaviour, particularly regarding 
Family health and nutrition, environmental health, healthy life-styles and 
disease prevention and control". ‘*% . 


road Features of the New Approaches : ‘**? 


(i) Understanding the ‘health culture’ of the community — Today there is 
recognition of the fact that there is conventional wisdom in every 
community which is manifested in the form of health beliefs and 
practices, and which guide their perception of their own health 
problems. New strateiges of health education need to start from and 
build upon, the existing “health culture" of the community. Instead of 
fitting people into a pre-determined framework of health care this 
approach calls for an understanding by health workers, through a 
process of dialogue and interaction, of the people's perception of 
their health needs and their acceptance and utilization of different 


health care technologies. The assumption is that "sociocultural 
factors and beliefs are not necessarily obstacles to development, in 
fact they can be points of departure for development”. —-* Drs. 
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ee! 30d frole have Bes useful examples of the positive beliefs 
oe ‘ ndian society, that can be used in a meaningful 

y O promote positive health. They also outline some of the harmful 
traditions that need ta be changed, but which require a great deal of 
sensitivity on the part of the health worker. ‘4 

(ii) Utilising indigenous and traditional providers of health care - In 
order to achieve community self-reliance, there is a need to mobilise 
the indigenous practitioners and midwives (‘dais’). This approach 
requires a shift from the elitist attitude to one of respect for lay 
Values, practices and preferences in health. 

(iii) Communication versus motivation or intervention : Despite . the broad 
perspective that is Visible in the objectives of health education 
activities in India, the actual policies, and the manner of their 
implementation have looked at people as the object of a development 
process, to be informed and motivated. According to the new approach, 
every man and woman is "capable of being actively involved in matters 
regarding their own health, provided that they are aware of the issues 
involved, of the resources available and that their efforts have social - 
and political sanction. ‘** 

(iv) Reorientation in the roles, attitudes and training of health workers in 
keeping with the above objectives. | 


See ee ee 
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to the ICSSR Committee on Health and Medical Services, (mimeographed, 1978). 


(44) WHO, op.cit., p.39. 
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